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THE   AVTHOH. 


PREFACE. 


For  difficult  obstetrical  cases  no  hospital  in  the  United 
Kingdom  can  compare  with  the  Glasgow  Maternity 
Hospital.  During  the  eleven  years  that  I  have  been  on 
the  statt"  ray  experience  in  Obstetrics  has  been  both 
varied  and  extensive.  I  have  endeavoured  to  make  use 
of  these  exceptional  opportunities,  and  the  results  of  my 
experience  will  be  found  in  the  following  pages. 

I  think  it  will  be  generally  admitted  that  the  clinical 
teaching  of  midwifery  in  our  Schools  and  Universities 
is  in  a  most  unsatisfactory  condition.  While  Clinical 
Medicine  and  Surgery  rightly  receive  a  large  amount  of 
attention,  the  teaching  of  Midwifery  is  almost  entirely 
systematic.  The  attendance  on  twelve,  or  even  twenty, 
labours  cannot  be  considered  a  sufficient  CHnical  train- 
ing. The  fact  is,  graduates  have  to  gain  their  clinical 
experience  in  Midwifery  after  they  have  become  (|ualitied. 
This  is  not  as  it  should  be,  and  it  is  high  time  for 
att(>ndance  in  the  wards  of  a  Maternity  Hcjspital  for  some 
months     >  l)e  made  compulsory. 

In  IBUH  a  very  heated  discussion  was  carried  on  in 
the  British  Medical  Journal,  initiated  by  a  paper  of 
mine  on  "  Aseptic  Midwifery ".  The  views  upheld  in 
that  paper  were  severely  criticised  by  several  members  of 
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the  profession,  but  not  a  single  teacher  raised  his  voice 
against  them.  For  the  benefit  of  my  critics  and  others, 
I  wish  to  state  that  an  extensive  later  experience  has 
most  fully  demonstrated  the  superiority  of  aseptic,  to  all 
other,  methods.  What  asepsis  has  done  for  Surgery  it  can 
and  will  do  for  Midwifery,  and  I  trust  that  the  day  is  not 
far  distant,  when  every  practitioner  or  midwife,  who  takes 
upon  himself  or  herself  the  responsibility  of  attendinjj 
women  in  labour,  will  realise  this,  and  act  accordingly. 
Then,  and  only  then,  will  puerperal  septicaemia  become 
rare.  It  is  terrible  to  think  that  this  frightful  scourge 
is  still  so  deadly,  when  all  that  is  required  to  check  its 
ravages  is  perfect  cleanliness. 

The  illustrative  cases  given  have,  with  very  few  ex- 
ceptions, been  treated  by  myself.  I  have  given  a  fairly 
large  number  in  connection  with  cardiac  disease,  in  order 
to  illustrate,  as  far  as  possible,  the  different  lesions.  This 
condition  is  very  inadequately  dealt  with  m  most  text- 
books, and  I  have,  therefore,  treated  of  it  at  some  length. 
As  regards  eclampsia,  I  have  given  full  records  of  twenty- 
one  cases,  so  that  each  reader  may  be  able  to  form  his 
own  conclusions.  In  my  hands  the  treatment  by  sahne 
infusions  has  given  very  satisfactory  results,  and  t  can 
with  confidence  recommend  it. 

I  am  deeply  mdebted  to  Dr.  W.  E.  F(Jthergill  for  his 
kindness  in  allowing  me  the  use  of  so  inany  of  his 
plates  •  to  Dr.  W.  S.  Playfair,  Sir  J.  Halliday  Croom,  and 
Dr.  Berry  Hart,  also  for  the  use  of  plates ;  to  Dr.  John 
Lindsay  for  many  admirable  drawings  ;  to  Messrs.  J. 
Gardner  &  Son  and  Messrs.  A.  Young  &  Son  tor  the 
illustrations  of  instruments  ;  to  Dr.  G.  Balfour  Marshall 
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for  photoffi-apliH  of  the  application  of  forctips  ;  to  Prof. 
McPhail,  of  St.  Miui<,'o'h  College,  for  the  water-'.  *lour 
drawing,'  of  the  Hver  ;  to  Drs.  John  Brownlee  and  Jas. 
Todd  for  iioteH  of  fever  cases  ;  to  Dr.  Jas.  Adatu  for 
notes  and  plates  of  his  interesting'  case  of  exstniphy  of 
the  bladder ;  to  my  various  residents  who  have  so  care- 
fully reported  the  cases  ;  and  to  Dr.  Carstairs  C.  Douglas 
for  his  kindness  in  examinini;  and  reporting'  on  specimens, 
and  also  i-  reading'  the  proofs  with  me. 
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Loiked  twiu8,  .S46. 

plAMMARY  abscess  in  pregnancy,  514. 
Measles  (full-time  labours),  109. 

Idbstruction  of  bowels,  268. 
|)cclusion  of  08  uteri,  2.'J7-2.SH. 
fEdoma  with  twins,  341. 
Jvarian  cyst,  268. 

Painless  labour,  28-49. 
Paraplegia,  72. 
Parovarian  cyst,  267. 
Pelvic  cellulitis,  481-482. 
I'omphigus  neonatorum,  591..5"J2. 
Perineum,  central  rupture  of,  4.58. 
Pernicious  anaemia,  43-45. 

—  vomiting,  20. 

I'lilebitis  with  thrombosis  and  suppuration.  .505. 

P'lilegmasia  alba  dolens,  508-509. 

Vhthisis,  G8. 

I'laeonta  preevia  with  venereal  warts,  251. 

Viague  (premature  labour),  10^. 

pieumonia,  65. 

Piegnau'jy,  denial  of,  18. 

—    mistaken,  18. 
^'rolapso  of  uterus,  463. 
Prolonged  gestation,  237. 
Pseudocyesis,  20. 
Puerperal  insanity,  518. 
Purpura  haemorrhagica,  48. 
Pyo-nephrosis  with  renal  calculus,  34. 
Pyo-salpinx,  old  double,  491. 
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RaiiAL  Mioulut,  SA-SS. 
Retention  in  uUro  o(  dMd  fcatui,  499. 
fUtroAMion  of  uterus,  84-80. 
Rupture  of  cervix,  196,  237. 

—  —    uterus,  oomplete,  416. 

—  —    —    —    from  presiiure  of  pninootory,  417. 

—  —    —    —    MpontaDeous,  418. 

—  —    —    iucomplete,  Vf 

—  —    vkgiuft,  405. 

Sapbamu,  474. 

S»rcomatouit-enchondrom»  of  pelvis,  293. 

Scarlet  fever  (premature  labour  and  abortton),  106,  107, 

Scurvy,  47. 

Septicamia  ante-partum,  49(i. 

—  and  pyaemia,  479. 

—  infection  from  drains,  467,  608. 

—  -    —    poisoned  finger,  4H4. 

—  treated  by  antistreptococcic  serum,  477-47H. 
Small-pox  (abortion  and  miscarriage),  96,  97. 
Spontaneous  rupture  of  uterus,  418. 

—  version,  338. 
Suppression  of  urine,  438,  441. 
Symphysiotomy,  568. 
Sjmoope,  600-601. 

SyphUis,  91. 

Tetanus,  498. 
Twins,  locked,  345. 

—  ccdenia  with,  341. 

Typlius  (ftbortioii  of  Hesliy  mole,  incomplete  abortion),  98-99. 

Utebus  didclphys,  400. 

-     rupture,  416,  410,  417,  4  IS. 

—  suhsoptus,  404. 

Vagina,  rupture  of.  406. 
Vaginismus,  250. 
Venereal  warts,  251. 
Vesico- vaginal  6stula,  444.  44.'>. 


CHAPTER  I. 
INTRODUCTORY. 

Thk  flcionce  of  medicine  ban  made  immense  progress  during 
kho  last  hundred  years,  and  in  no  department  is  this  progress 
lorti  marked  tl  -,n  in  that  of  obstetrics.     Such  men  as  Amand, 
Liivf,'oire,  La   Motte,  Manningbam,  Moss,  Smellie,  Roederer, 
Lnd  the  Hunters   certainly  did  much  for  this   branch  of  the 
profession  in  the  eighteenth  century,  a  period  which  saw  the 
^nd  of  the  m;"" wives'  furious  opposition  to  the  practice  of  mid- 
wifery liy  men.     The  introduction  of  the  phantom  in  teaching, 
lie  employment  and  improvement  of  the  forceps,  the  discovery 
)f  the  decidua  retlexa,  the  researches  on  tlie  placenta,  and  the 
liiil)lication  of  the  atlas  of  the  gravid  uterus  were  undoubted 
irains.     Rut  puerperal  fever  remained  the  same  terrible  scourge 
hat  it  had  been.     For  olistetricians  in  their  maternity  hospital 
u)rk  it  possessed  th»-  same  terrors  that  hospital  gangrene  and 
erysipelas  had  for  surgeons. 

The  year  1847  i»  a  memorable  one  in  the  annals  of  ob- 
Btotiics.  During  that  year  two  discoveries  were  made  which 
liivp  rohl)ed  childl)ed  of  two  of  its  greatest  terrors.  These 
liscoveiies  were  the  use  of  chloroform,  and  the  nature  of  puer- 
k)eral  fever.  No  n  an  can  estimate  the  amount  of  suffering 
[vvhich  Sir  James  Y.  Simpson's  discovery  has  been  the  means 
^f  alleviating.  The  second  discovery,  that  of  the  nature  of 
juerperal  fever,  has  saved  the  lives  of  many  parturient  women. 
It  is  to  a  Hungarian  named  Semmelweis  that  we  owe  this  great 
|h()()n.     He  was  assistant  to  the  First   Midwifery  Clinique  in 
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VienM.     In  th«  Second  iMldwifery  Clinique  the  women  wer. 
attended   by  students,  while  in  the  First  they  were  entirely 
under  the  oare  of  midwives.     He  noticed  that  the  death  rate 
among  the  students'  oases  was  very  much  higher  thun  amonu 
the   midwives'.     In  seeking  for  an   explanation  of    this   fact 
light  was  suddenly  thrown    upon  th«  suuioct  by   the  tragic 
death   of  the   Professor  of   Medical  Jurisprmlence,  who  had 
pricked  his  finger  at  a  post-mortem  examination  and  died  of 
blood    poisoning.     Semmelweis  recognised  that  his  colleague 
had  died  of  the  v    ,  same  disease  that  woh  causing  havoc  amon« 
parturient  women.     He  came  to  the  conclusion  that  the  sn. 
called  pueqjeral  fever  was  nothing  more  or  less  than  bloo<i 
poisoning  in  a  puerperal  woman,  and  that  the  poison  gained 
entrance  to  the  system  through  some  part  of  the  genital  tract, 
during  labour  or  the  puerperium.     The  explanation  of  the  high 
mortality  among  the  students'  cases  appeared  plain.     The  men 
were  conveying  infection  on  their  hands  to  their  patients,  from 
the  post-mortem  and  dissecting  rooms,  where  they  were  work- 
in?.     The  theory  was  put  to  the  proof  by  making  the  men 
wash  their  hands  in  solutions  of  chlorine  or  chloride  of  limf, 
with  the  result  that  the  death  rate  quickly  fell  lower  than  that 
among  the  midwives'  cases. 

One  would  imagine  that  such  an  important  discovery  would 
have  been  hailed  witli  s.itisfaotioti,  Imt  unfo.tunately  this  was 
not  the  case.  Some  accepted  it,  hut  the  fatliers  of  the  profession 
did  not  relish  being  told  that  they  had  J)een  conveying  infection 
to  their  patients  on  their  dirty  hands.  It  suited  them  better  to 
ascribe  outbreaks  of  puerperal  fever  to  the  hand  of  Providence. 
Semmelweis  was  abused  and  his  discovery  scoffid  at.  He 
unfortunately  was  not  an  essentially  strong  man  like  Simpson. 
Disappointed  and  embittered,  he  was  driven  from  Vienna,  and. 
becoming  insane,  died  in  an  asylum  at  a  comparatively  early  ag.. 
By  the  irony  of  fate,  his  death  was  due  to  blood  poisoning. 
To  him  belongs  the  honour  of  having  discovered  the  natui 
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Y  puerperal  fever,  and  also  of  having  adopted,  in  a  crude  way, 
Iho  ttteptio  methods  which  are  so  largely  used  at  the  present 
lime.  The  bacteriological  inveittigations  of  recent  yeara  have 
loiiHrined  hit  views.  By  their  me»n8  Hources  of  infection  of 
khich  he  probably  knew  nothing  have  lieen  uiado  plain  to  us, 
U  this  doeH  not  in  any  way  detract  from  the  iiniK)rtance  of 
biH  discovery. 

AntiiJeptic,  and    latterly  asoptio,  methods  have  completely 
BVolutioniHtKl  Hurgical  practice,  Iwth   in  hospital  an<l  private 
vork.      In  midwifery    hospital    work   the  results  have   Iwon 
i<|ually  good,  ho  that  septioajmia  is  practically  i)ani8he<l  from 
kll  well-conducted  maternity  hospitals.     About  private  work, 
judging  from  the  returns  of  the  Registrars-General,  the  same 
Sannot  I*  said.      Puerperal    fover   is    still  far  too  conmion. 
The  mortality  from   it  is  much  as  it   was  many  years  ago 
^hile  the  mortality  is  high  the  morbidity,  as  gynieoologists 
an  testify,  is  also  very  great.      If  puerperal  sepsis  were  com- 
bletely  banishe<l,  a  great  deal  of  gyniecological  work  would  l)e 
Bone  away  with.      If  sur^^eons  are  ai)le  to  prevent  8ei)8iH  in 
Ibe  vast  majority  of  their  cases,  there  seems  no  reason  why 
biwtetiicians  should  not  l)e  able  to  do  the  same.     They  have 
aon(;  it  in  the  maternity  hospitals,  wiiich  at  one  time  were  hot- 
bt'ds  of  infection,  and  they  should  Ik.  utile  to  do  the  same  in 
urivute  work  as  successfully  as  the  surgeons  have  done.     That 
piis  is  not  the  case  is  not  to  the  ciedit  of  the  profession. 
I    One  reason  why  the  results  in  surgery  are  so  good  is  I)ecau8e 
llie  Kieat  bulk  of  the  work  is  done  by  specialist..     Very  few 
yeuenil    practitioners  do    much   surgery,    but    almost   all    the 
midwifery  in  Scotland  is  done  by  them.      In  England  a  very 
lar«e  a.nount  of  this  work  is  in  the  hands  of  midwives   many 
bf  whom   are  quit«   untrained.      If  midwifery    were   .ione   by 
specialists,  as  surgery  is.  no  doubt  there  would   be  a   .^-eat 
Improvement.     In    cities  this  could    be   possible,    but  not  ir. 
fjountiy  districts.     In  the  huiry  of  general  practice  there  may 
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be  difficulties  in  the  way  of  carrying  out  absolutely  aseptic 
methods,  such  as  are  found  necessary  in  hospital  work,  but 
this  is  certainly  no  excuse  for  the  abandoning  of  ordinary 
cleanliness. 

The  act  of  parturition  may  he  said  to  be  a  physiological  one. 
Among  primitive  people  this  is  perfectly  true,  and,  so  long 
as  the  process  is  left  to  nature,  they  experif^.icr'  very  little  diffi- 
culty and  have  few  cases  of  sepsis.  /  ij  ong  civibsel  women, 
however,  in  very  many  instances,  i*  oivlers  dang  .ously  on 
the  pathological.  Civilisation  has  introiincef^  many  f  jiCtors  into 
our  lives  which  people  living  in  a  state  of  nature  uo  not  have 
to  reckon  with.  Nature  is  not  a  hard  task-mistress,  but  if  we 
infringe  her  laws,  we  must  be  prepared  to  pay  the  penalty. 

The  study  of  the  bacteriology  of  the  vagina  has  of  late  years 
thrown  much  light  upon  a  few  points,  and  imdoubtedly  much 
more  will  be  learned  from  it.  It  is  of  the  utmost  importance 
to  decide  whether  the  vagina  is  septic  or  aseptic  at  the  onset  of 
labour.  If  ii  is  septic,  one  would  naturally  endeavour  to  render 
it  aseptic,  and  if  it  is  aseptic,  one's  efforts  should  be  put  forth 
to  keep  it  in  that  condition  during  labour  and  the  puerperium. 
Many  experiments  have  been  earned  out  and  much  written  on 
the  subject.  After  a  large  number  of  elaborate  experiments, 
the  following  are  the  conclusions  to  which  Dr.  Whitridge 
Williams  of  .Johns  Hopkins  College,  Baltimore,  has  come  : — ' 

"  1.  We  agree  with  Krimig  that  the  vaginal  socrdtion  of 
pregnant  woineu  does  not  contain  the  usual  pyogenic  cocci, 
having  found  the  Staphylococcus  epklermidis  albus  only  twice 
in  ninety-two  cases,  but  never  the  Streptococcus  pyoijenea  or 
the  StnphijlocDCCus  aureus  or  albus. 

"  2.  The  discrepancy  in  the  results  of  the  various  investigators 
is  due  to  the  technique  by  which  the  secretion  is  obtained. 

"  3.  As  the  vagina  does  not  contain  pyogenic  cocci,  auto- 
infection  with  them  is  impossible ;  and  when  they  are  found 
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■in  the  puerperal  uterus  they  have  been  introduced  from  with- 
lout. 

"4.  The  gonococcus  is  occasionally  found  in  the  vaginal 
Isecretions,  and  during  the  puerperiuni  may  extend  from  the 
Icervix  into  the  uterus  and  tul)es. 

"o.  It  is  possible,  but  not  yet  demonstrated,  that  in  very 
Irare  instances  the  vagina  may  contain  bacteria,  which  may 
jgive  rise  to  sapraemia  and  putrefactive  endometritis  by  auto- 
linfection. 

"  6.  Death  from  puerperal  infection  is  always  due  to  infec- 
jtion  from  without,  and  is  usually  due  to  neglect  of  aseptic 
I  precaution  on  the  part  of  the  physician  and  nurse. 

"  7.  Puerperal  infection  is  to  be  avoided  by  limiting  vaginal 
I  examinations  as  much  as  possible  and  cultivating  external 
1  palpation.  When  vaginal  examinations  are  to  be  made,  the 
I  external  genitaha  should  be  carefully  cleansed  and  disinfected, 
land  the  hands  rendered  as  aseptic  as  if  for  a  laparotomy. 
Vaginal  douches  are  not  necessary,  and  are  probably  harmful." 

We  may  take  it  that  at  the  onset  of  labour  the  vagina  is 
usually  aseptic.      It  is  bathed  with  mucus  from  the  cervical 
glands,  and  serum  transuded  from  the  vaginal  blood-vessels. 
I  No  pathogenic  organisms  are   found  in  the  fluid,    but   many 
I  different  forms  of  bacteria  are  present.     These  bacteria  may 
be  looked  upon  as  scavengers  of  the  passage,  as  they  have  been 
shown  to  possess  the  power  of  destroying,  in  a  short  time,  such 
virulent  organisms  as  atrepto-  and  staph  i/lococci.     They  play  a 
very  important  part  in  preventing  sepsis.     It  is  perfectly  evi- 
dent that  septic  organisms  must  often  be  introduced  into  the 
vagina,   e.g.,  with   every  act  of  coitus,   and,   unless  stringent 
[  aseptic  precautions  are  taken,  every  time   an  examination  is 
made.       Under  ordinary  conditions  no   harm   results,  as  the 
i  protecting  bacteria  quickly  deal  with    the   intruders  and  cut 
their  careers  short.      Nature  has  thus  provided  a  means  of 
protecting  women  from  sepsis.     If  it  were  lu^t  so  there  would 
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be  great  risk  of  septic  mischief  traveUing  up  into  the  uterus 
at  every  menstrual  period,  and  thus  gaining  access  to  the 
system  through  the  denuded  surface  of  the  interior. 

Except  with  a  macerated  fcetus,  the  uterine  contents  are 
aseptic.  In  the  cervical  can.il  there  is  usually  a  plug  of 
mucus,  known  as  the  operculum.  It  has  been  elaborately 
described  as  consisting  of  three  layers.  The  upper  or  uterine 
one  c  mtains  no  bacteria,  and  is  therefore  aseptic.  The  middle 
one  contains  dead  bacteria  and  quantities  of  leucocytes  which 
act  as  phagocytes,  and  it  is  therefore  antiseptic.  The  lower 
layer  next  the  vagina  swarms  with  bacteria  which  in  the  vast 
majority  of  cases  are  non-pathogenic— the  ordinary  vaginal 
bacteria ;  but  in  cases  where  the  vagina  is  septic  they  will  be 
pathogenic.  Gonococci  are  said  to  l)e  the  only  organisms 
which  can  force  their  way  through  this  cervical  plug. 

If  we  have  an  aseptic  uterus  and  an  aseptic  vagina  at  the 
onset  of  labour,  and  that  has  been  pretty  conclusively  shown  to 
be  the  case,  our  whole  aim  should  be  to  keep  these  parts  in  that 
condition  during  labour  and  the  puerperium.  Nature  is  able  to 
do  this  under  natural  conditions,  where  absolutely  no  interfer- 
ence takes  place.  Our  whole  aim  r-.ust  be  to  assist  Nature  in 
her  own  way,  and  not  try  to  supersede  her  methods  by  our  own. 
The  methods  to  be  adopted  will  bf  described  in  subsequent 

chapters,  but  the  whole  may  be  su.  p  in  a  few  words,  rh., 

absolute  cleanUness  and  as  little  int>.i-ierence  as  possible. 


CHAPTER  II. 

SYMPTOMS  AND  SIGNS  ()F  PREJGNANCV. 

■Suppression  of  Menstruation — Morning  Sickness — Hladder  Symptoms— 
Ptyalism— Quickening— Foetal  Movements-  Indefinite  Symptoms- 
Changes  in  the  Breasts — Changes  in  tlie  Abdomen— Palpation  of  the 
Abdomen— Height  of  the  Fundus— Ballottemeut— Changes  in  the 
Vagina  and  Corvix—Auscultatioii— Foetal  Heart — Funic  SoufHe— 
Diagnosis  of  Pregnancy— Pseudocyesis— Duration  of  Pregnancy. 

IThk  indiciitions  of  pregnancy  may  l>e  considered  under  two 
I  headings,  ri..z.,  subjective  and  objective  indications. 

Tlic  si/mptoms  or  subjective  indications  are  those  which  the 
patient  ex^jeriences  herself,  such  as  suppression  of  menstrua- 
tion, morninjj  sickness,  quickening,  etc.  You  cannot  observe 
these  indications,  l)ut  must  depend  upon  the  patient's  state- 
ment, and  as  she  may  wilfully  or  unintentionally  deceive  you, 
you  must  have  something  more  definite  to  found  a  diagnosis 
upon. 

The  si'jns  or  objective  indications  can  be  ?een,  felt,  or  heard 
I  In  you,  such  as  enlargement  of  the  abdomen,  the  areolie 
round  the  nipples,  ballottemeut,  the  movement  of  the  foetal 
parts,  and  the  beating  of  the  foetal  heart.  These  signs  are, 
i  therefore,  by  far  the  most  valuable  indications,  and,  when 
taken  in  conjunction  with  the  symptoms,  will  enable  you  to 
diagnose  the  condition. 


The  Symptoms  oh  Subjective  Indications. 

Suppression  of  Menstruation. — This  is  usually  the  first 
indication  a  woman  has  that  she  is  pregnant.      It  is  known 
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as  physiological  amenorrhoea,  and  is  a  very  constant  symptom  ; 
but  in  a  fair  number  of  oases  menstruation  occurs  a  few  times 
after  impregnation,  and  in  very  rare  cases  it  continues  through- 
out pregnancy.  One  or  two  cases  have  been  recorded  where 
menstruation  only  occurred  during  pregnancy.  On  the  other 
hand,  it  must  be  constantly  borne  in  mind  that  amenorrhcea 
may  arise  from  various  other  causes,  such  as  anaemia,  phthisis, 
nervous  depression,  etc.  The  menopause  may  also  lead  a 
woman  to  suppose  that  she  is  pregnant.  In  some  cases 
pregnancy  has  occurred  before  mensti*uation  has  been  estalv 
lished,  and  in  others  after  the  menopause.  Menstruation  is 
usually  suppressed  during  lactation,  but  this  does  not  always 
prevent  pregnancy.  In  unmarried  women,  who  have  had 
intercourse,  the  dread  of  pregnancy  having  occurred  may 
suppress  the  flow,  for  a  short  time  at  all  events.  As  a  rule, 
when  a  woman  is  in  good  health,  and  has  been  previously 
regular  in  her  periods,  the  sudden  stoppage  indicates  prejj- 
naucy,  if  she  has  been  indulging  in  intercourse. 

Morning  Sickness  or  Vomiting  of  Pregnancy. — This  is 
a  pretty  constant  symptom.  It  may  commence  immediately 
after  conception — more  usually  after  the  first  period  has  been 
missed — and  may  last  until  about  mid-term,  but  in  some  cases 
it  lasts  throughout  the  whole  time,  while  in  others  it  may  not 
come  on  until  the  later  months. 

It  usually  occurs  on  rising  in  the  morning — hence  the  name  ; 
but  it  may  occur  at  any  time  during  the  day.  It  will  be  more 
fully  discussed  as  a  disorder  of  pregnancy.  I  have  one  patient 
who  always  menstruates  for  at  least  three  months  after  con- 
ception, but  is  able  to  recognise  that  she  is  pregnant  from  tin; 
severe  sickness  which  attacks  her  from  the  very  first. 

Bladder  Symptoms. — In  the  early  months  most  women 
are  troubled  with  frequency  of  micturition,  from  the  enlarging 
uterus  pressing  on  the  bladder.  As  a  rule  this  passes  oH  when 
the  uterus  rises  above  the  brim  of  the  pelvis,  but  it  may  recur 
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tn  the  later  months.     It  is  not  peculiar  to  pregnancy,  at>  any 
tumour  in  the  pelvis  may  cause  it. 

Ptyalism. — This  is  not  a  very  common  indication,  but  may 
\he  very  troublesome.  The  secretion  of  saliva  may  amount  to 
|several  pints  per  day. 

Quickening  or  Stirrage. — This  is  the  first  indication  that 
la  woman  has  of  life  in  the  foetus.     It  is  usually  felt  about  the 
jsixtecnth  week,  but  I  have  known  it  to  occur  as  early  as  the 
•iweltth  week.      The   movements  first   felt  cause  a   sensation 
I  much  like  fluttering.      They    l)ecome   stronger   as   the   foetus 
L'rosvs,  and  in  some  cases  they  are  so  violent  as  to  cause  con- 
siderable discomfort  in  the  later  months  of  pregnancy,  while 
lin  others  they  are  scarcely  felt  at  all.     If  the  foetus  dies,  the 
I  movements  of  course  cease,  but  very  frequently  they  cease  for, 
it  may  be,  days,  and  then  begin  again,  so  that  the  cessation  of 
movements  for  a  day  or  two  cannot  be  taken  as  an  indication 
lof  the  death  of  the  foetus.      In  a  thin  woman,  in   the  later 
months,  the   movements  can  easily   be  seen,  provided  there 
is   not   very    much    liquor   aumii    in    the    utei'us.      In    most 
cases  you  can  easily  feel  them — ^a   most   important  sign   of 
I  preirnancy. 

In  cases  where  menstniation  has  been  in  abeyance  at  i..e 

[time  of  conception,  it  is   important   to  ascertain   the  date  of 

(]uickening,  as  from  it  an  idea  can  be  gained  when  labour  is 

I  due.      It  will  only  give  you  an  approximation,  1    .  taken  in 

conjunction  with  the  size  of  the  uterus  it  """  enable  you  to 

I  come  within  a  week  or  so  of  the  date. 

Foetal  Movements  are  a  most  important  indication  of  preg- 
I nancy  if  you  can  feel  or  see  them,  but  you  must  not  place 
iiuicli  dependence  upon  statements  made  by  the  patient  her- 
self. She  may  wilfully  mislead  you,  or,  on  the  other  hand, 
she  may  herself  be  mi'^lfld  by  movement  of  gas  in  the  bowels, 
giving  her  a  similar  sensation,  when  she  is  not  pregnant. 
Women  who  are  the  subjects  of  pseudocyesis  invariably  main- 
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tain   that   they  feel  foetal  movements,  and  it  is  exceedingly 
difficult  to  convince  them  of  error. 

Indefinite  Symptoms,— Shooting  pains  in  the  breasts,  es- 
pecially in  the  left  breast,  are  often  complained  of.  Sometimes 
cravings  occur  for  unusual  articles  of  diet.  There  may  be 
disturbances  of  the  nervous  system,  such  as  neuralgic  pains, 
restlessness  and  irritability,  insomnia,  etc.  These  indefinite 
indications  may  occur  regularly  during  the  various  pregnancies 
of  a  woman. 

Signs  of  Pregnancy. — As  you  can  observe  these  for  yourself 
by  inspection,  palpation,  or  auscultation,  they  are  the  most 
important  indications. 

Changes  in  the  Breast.— These  are  usually  quite  evident 
by  the  third  month.  The  breasts  increase  in  size,  and  the 
veins  can  be  observed  through  the  skin.  The  nipple  becomes 
much  darker  in  colour,  and  round  about  it  the  areola  deepens 
in  colour  and  increases  in  area.  The  colour  of  the  areola 
ditfers  according  to  the  complexion  of  the  patient,  from  a 
pinkish  colour  m  a  fair,  to  dark  brown  or  nearly  black  in 
a  dark,  person.  Surrounding  the  nipple  will  be  seen  a  numl)fr 
of  small  papillie— Montgomery's  tubercles — about  the  size  of 
a  split  pea.  By  squeezing  the  breasts  a  few  drops  of  milk  can 
be  expressed.  As  the  breasts  enlarge  "  striae  "  are  formed  on 
them,  from  the  deeper  layers  of  the  skin  giving  way. 

Of  the  breast  signs  oi  pregnancy,  the  darkening  of  the  areola 
is  the  most  important,  especially  in  a  hi-st  pregnancy.  All  the 
others  may  be  present  without  pregnancy,  or  they  may  be 
wanting  although  pregnancy  exists. 

Changes  in  the  Abdomen. — In  some  cases,  especially  in 
multiparas,  the  abdomen  begins  to  enlarge  after  the  first 
period  is  missed,  but  in  the  majority  there  is  no  enlargement 
until  after  the  third  month.  lu  fact,  in  many,  the  lower  part 
of  the  abdomen  becomes  flattened,  from  the  increased  weight  of 
the  uterus  causing  sinking  of  that  organ  in  the  pelvis.     By  the 
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knd  of  the  third  month  the  fundus  is  at  the  brim  of  the  i>elvis, 
ind  from  that  time  onwards  it  steadily  rises  in  the  abdomen 
iind  causes  distention.  Some  women  show  very  little  dis- 
lention,  even  at  full  time,  while  others  become  enormously 
kout.  This  depends  upon  the  build  of  the  patient,  the  laxity 
of  the  alxlominal  muscles,  and,  of  course,  the  size  of  the  child, 
j,nd  amount  of  liquor  amnii  in  the  uterus.  In  multiple  preg- 
nancies, the  abdomen  will  l)e  much  larj,'er  than  with  a  single 
L-hild. 

As  the  abdomen  enlarj^es  and  the  skin  stretches,  the  stiw 
iiraridarKm  begin  to  show  similar  to  those  on  the  breasts,  but 
Imore  distinct.  The  fresh  ones  are  pinkish  in  colour,  while  the 
jolder  ones  are  white.  In  some  cases  they  are  very  numerous 
Itowards  the  end  of  pregnancy,  and  they  can  often  be  seen  on 
jthe  upper  parts  of  the  thighs.  They  are  not  peculiar  to  preg- 
jnancy,  as  a  tumour,  or  dropsy,  or  even  adipose  tissue,  will 
jcause  them.  In  rare  cases  very  few  are  seen.  They  remain 
jafterwards  as  white  streaks,  and  show  distinctly  that  the 
|al)dumen  has  been  distended  at  some  time,  but  not  necessarily 
I  by  pregnancy. 

Besides  these  streaks,  you  will  observe  a  general  darkening 
of  the  skin  of  the  abdomen,  especially  in  dark  women,  and  a 
distiuct  dark  line,  the  linea  ni'/ra,  extending  down  the  centre 
of  the  abdomen,  from  the  ensiform  cartilage  to  the  top  of  the 
symphysis  pubis.  It  is  usually  most  distinct  at,  and  below,  the 
umbilicus.  This  deposit  of  pigment  is  not  confined  to  the 
abdominal  wall,  but  may  be  seen  on  the  face,  giving  it  a 
blotched  appearance,  and  also  on  the  labia. 

Inspection  of  the  aljdomen  during  the  first  three  months 
I  will  not  usually  reveal  much  enlargement,  and  in  some  cases 
there  will  be  sUght  flattening.  From  the  third  month  on- 
wards enlargement  becomes  apparent,  and  progresses  steadily 
until  it  reaches  its  maximum  during  the  ninth  month.  During 
the  last  two  or  three  weeks  of  pregnancy  the  fundus  of  the 
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uterus  sinks  somewhat,  but  this  is  not  very  apparent  to  the 
eye.  The  contour  is  regular  in  outline.  The  umbilicus,  which 
is  at  first  depressed,  gradually  comes  dush  with  the  surface, 
and  during  the  lant  two  months  it  usually,  though  not  iu- 
variably,  projects  somewhat.  If  the  abdominal  muscles  are 
relaxed,  :  4  in  luultipartje,  the  enlarged  uterus  will  tend  to  fall 
forward  and  form  a  pendulous  abdomen.  With  a  contracted 
pelvis  this  will  be  very  marked,  especially  if  there  is  any 
lordosis.  If  the  aljdominal  walls  are  thin,  the  movements  of 
the  f(£tus  will  te  distinctly  seen. 

Palpation  of  the  Abdomen.—  After  the  fundus  has  risen 
above  the  brim  of  the  pelvis,  i.e.,  after  the  foux'th  month,  it 
can  be  palpated  through  the  abdominal  wall.  The  patient 
should  be  lying  on  her  back,  with  her  knees  drawn  up.  The 
warm  hand  or  hands  should  be  placed  flat  upon  the  abdomen 
and  firm  pressure  \te  made  with  the  fingers.  The  patient's 
attention  should  be  distracted  from  what  is  being  done  by 
engaging  her  in  conversation,  so  that  she  will  relax  her 
abdominal  muscles  as  much  as  possible.  If  the  nmscles  are 
kept  tense,  you  may  not  be  able  to  feel  the  uterus  at  all.  The 
uterine  tumour  will  be  felt  somewhat  round  and  smooth.  The 
size  will  of  course  vary  with  the  time  of  pregnancy. 

From  the  sixth  month  onwards,  or  even  somewhat  earlier, 
the  foetal  parts  and  movements  may  be  felt.  If  the  hand  is 
kept  on  the  abdomen  for  a  little  time,  a  distinct  hardening  of 
the  uterus  will  be  felt,  followed  by  softening.  This  inter- 
mittent contraction  is  never  felt  in  any  other  tumour  except 
a  soft  fibroid,  so  that  it  is  a  very  valuable  indication  of  preg- 
nancy. The  feeling  of  the  foetal  parts  and  movements  is  a 
positive  indication  of  pregnancy. 

Height  of  the  Fundus  at  Different  Periods. — There  are 
three  points  or  landmarks  a*  which  the  fundus  should  be 
felt  at  three  periods  of  pregnancy.  At  the  end  of  the  third 
month  the  fundus  is  just  rising  above  the  brim,  that  is,  it  lies 
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evel  with  the  top  of  the  HymphyHiii  pubis ;  at  the  sixth  month 

reaches  the  level  of  the  umbilicus ;  while  at  the  end  jf  the 

linth  month,  it  may  be  felt  at  the  tip  of  the  ensiform  cartilage. 

)uiinj,'  the  last  fortnight  or  so  it  falls  somewhat.      As  the 

kte  of  t^i'owth  is  regular,  the  time  of  pregnancy  may  be  fairly 

l^ccurately  judged  by  the  height  of  the  fundus. 

Ballottement. — This  is  a  valuable  sign.  It  may  he  got  by 
external  palpation  of  the  alxiomen  with  two  hands,  moving  a 
part  of  the  foetus,  such  as  the  head,  between  them.  The  usual 
iiethod  of  getting  it  is  by  passing  the  fore,  or  fore  and  middle 
ihn^^ers  into  the  vagina,  and  placing  their  tips  against  the  anterior 
lornix.  A  sudden  push  upwards  of  the  fingers  will  cause  the 
jfoDtus  to  bob  up,  as  it  were,  in  the  liquor  anmii,  and  in  a  few 
Becoiids  it  will  fall  again  on  the  top  of  the  fingers,  with  a  gentle 
tap.  The  I)e8t  position  for  the  patient  to  be  in  is  a  half 
sitting  one.  This  movenient  is  best  felt  between  the  fourth 
iiul  seventh  months,  when  there  is  plenty  of  room  for  the  foetus 
to  move  about  in  the  liquor  amnii.  It  is  a  very  valuable  sign 
jf  pregnancy,  as  there  is  practically  no  other  condition  which 
|\viil  give  it. 

Changes  which  may  be  Observed  in  the  Vagina  and 
iCcrvix. — From  about  the  third  month  onwards  the  nmcous 
Iniembrane  will  be  noticed  to  be  of  a  bluish  colour.  The  labia 
Iwill  also  be  seen  to  have  considerable  pigment  deposited  in 
Itheiii,  and  their  veins  will  often  be  noticed  to  be  varicose, 
jespecially  in  tiie  later  months.  The  mucous  discharge  from 
I  the  vagina  will  usually  be  abundant.  These  changes  are  due 
I  to  tlie  pressure  of  the  enlarging  uterus. 

A  digital  examination  will  reveal,  in  the  early  months,  that 
I  the  uterus  is  somewhat  low  in  the  pelvis.  The  cervix  will  feel 
soft.  .\t  one  time,  shortening  of  the  cervix  was  supposed  to 
occur,  and  to  the  examining  finger  this  may  seem  to  be  the  case, 
Hut  as  ji  matter  of  fact  it  retains  its  full  length  until  about 
the  last  two  weeks  of  the  pregnancy,  when  it  is  taken  up  into 
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the  uterine  cavity,  or  dilatea  from  above.      In  the  anterior 
fornix  the  enlarged  body  of  the  uterus  will  be  felt,  and  there 
will  be  very  distinct  arterial  pulsation.      The  lower  uterino 
«e«mont  will  be  felt  to  be  distinctly  softened.     This  is  Hegar's 
sign  of  prognancy.     The  best  way  to  feel  this  is  by  i;^nu 
the  thumb  into  the  vagina  and  a  finger  into  the  rectum,  an.l 
then  pressing  the  fundus  downwards  with  the  other  hand  on 
the  abdominal  wull.  so  that  you  can  grasp  the  lower  uterine 
segment  l)etween  the  finger  and  thumb.      The  segment  will 
feel  soft  and  almost  as  if  there  were  no  connection  between 
the    fundus    and    the    cervix.       The    fundus    above    -vill    ferl 
globular.      This   is  a  very  reliable  sign  and  can  Ihj  obtained 
from  the  second  month  onwards.      In  the  later  months  tht- 
presentmg  part  can  usually  be  felt  distinctly,  especially  if  it  Ih, 
the  head.     The  external  os   may  admit   the   tip  of  a  finger 
especially  in   multiparm.      Tht-  cervical  cavity   will   l)e   filled 
with  a  plug  of  mucus.     In  many  cases,  towards  the  end  of 
pregnancy,  the  external  os  will  admit  a  finger  or  even  two 

Auscultation  of  the  Uterus.  -  Certain  sounds  mav  be 
heard,  on  listening  over  the  uterus.  The  most  audible"  is  a 
loud  blowing,  heard  best  at  the  sides  of  the  uterus.  This  is 
the  uterine  .s,Hi(fle  or  hriiit,  sometimes  erroneously  .-ailed  the 
placental  souffle  or  bruit.  It  is  caused  by  the  blood  rushin.' 
through  the  curling  arteries  of  the  uterus,  and  not  bv  the  bloal 
in  the  placenta.  You  cannot,  therefore,  diagnose  the  situation 
of  the  placenta  from  the  point  of  maximum  intensity  of  the 
sound.  It  is  lieard  also  in  uterine  fibroids,  so  it  is  not  distinc- 
tive of  pregnancy.  In  rate  it  corresponds  with  the  mother's 
pulse.  In  many  cases  the  pulsations  of  the  alxlominal  aorta 
can  also  be  distinctly  heard. 

Foetal  Heart  Sounds.-If  the  foetus  is  alive,  its  heart  can 
be  heard  beating,  from  the  fourth  month  onwards.  At  first  it 
is  a  faint  double  sound,  not  unHke  the  ticking  of  a  watch  heard 
through  a  pillow  or  clothing.     You  must  be  sure  there  is  no 


SYMPTOMS  A\n  SIOSS  OF  PRRC.NAXCY.  ,5 

Jwatch  in  the  bed.  leHt   you  be  misled.      As  the  pregnancy 
ladvances  the  sound  «rowH  stronger.      It  beats  at  a  rate  of 
Ifroni  120  to  140.     In  listening  to  it.  havo  vour  finger  on  the 
Ipatienfs  wrist  to  feel   her  pulse  at   the  same  time.      If  her 
imlw.  should  he  very  ,,uick  you  might  mistake  it  for  the  f(Btal 
[heart,  an  you  hear  it  in  the  abdominal  aorta.     The  fcetal  pulse 
should  l)e  much  quicker  than  the  mother's.     The  position  of 
j.na.ximum  intensity  varies,  according  to  how  the  foetus  lies  //, 
litem.     Near  term  it  is  usually  best  heard  about  two  inches 
helow.  and   to  the  left  of,   the  umbilicus,  as  the  f.etus  most 
fie.|uently  lies  head  downwards  with  back  towards  the  left  side. 
When  the  head  presents,  it  is  usually  hoard   best  below  the 
umbilicus,  and  to  whichever  side  the  back  is  turned      When 
the  breech  presents,  it  will  be  heard  l,est  above  the  umbilicus 
and  m  tmnsverse  cases  below  the  umbilicus,   nearer  the  pubis 
thai,  in  head  presentations.     As  a  rule,  if  the  fa>tus  is  alive 
the  heart  can  be  heaixl.  but  tliis  is  .lot  invariably  the  case  (see 
case  IV.,  p.  09)  ;  a  sudden  change  in  the  mte  will  indicate  danger 
to  the  child.     In  difficult  labours  th.  fcetal  heart  should   be 
auscultatetl  from  time  to  time,  and  if  the  rate  is  found  to  have 
I  increased  greatly.   ..r  to  have  l)ecome  slower  or  intermittent 
ititerterence  is  called  for  in  the  interests  of  the  child      If  you 
can  make  .nit  two  foetal  hearts  beating  at  different  rates  you 
know  you  are  dealing  with  twins,  or  if  v<.u  find  two  points  of 
maximum  intensity  at  different  parts  of  the  alxlomen,  although 
there  may  be   no  appreciable   difference   in   the  rates    it   wUl 
probably   be  a  case  of  twins.      With  twins,   however,  you   do 
I  not  always   hear   both   hearts,  as  one  child    mav   lie  directly 
''ehiiul  the  other. 

Funic   Souffle. -On  listening  over  the  abdon.en  you  will 
hxrasionally,    but  very    seldom,   hear  a  whi;,zing  sound    syn- 
chronous   with  the   fcetal   heart.     It  is  caused    bv  the 'blood 
mshm.  through  the  cord,  and  can  only  be  heard   when  the 
Uord  IS  wound  round  the  child. 
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Foetal  movements  can  usually  be  distinctly  heard  and  som<*. 
times  felt  through  the  stethoscope.  In  a  case  of  suspected 
death  of  a  fcatus  I  was  able  to  assure  the  patient  that  thp 
foetus  was  ntill  alive,  as  I  both  heard  and  felt  it  move,  although 
I  could  not  make  out  any  fuital  heart. 

Diagnosis  of  Pregnancy.  -During  the  «arly  months  thin 
is  very  dittieult.  The  following  conditions  will  point  to  it : 
Amenorrh(Ba,  mornin^  Hicltness,  frequent  micturition,  dis- 
comfort ill  the  breasts,  increase  in  their  size,  the  presence 
of  a  clear  Huid  in  them,  and  darkeninj;  of  the  areola  in 
primiparie.  The  woman  may  k;  able  to  indicate  othm 
symptoms,  sunh  as  cravings  for  unusual  forms  of  food,  etc., 
which  she  has  exi)erienced  in  former  prennaiicies. 

On  making  an  examination,  in  some  cases  there  may  hv 
some  distension  of  the  abdomen,  but  in  many  it  will  l)e 
flattened  for  the  first  two  montlis.  The  vagina  will  be  duskv 
in  colour,  the  cervix  soft  to  the  touch,  and  the  uterus  will  lit- 
felt  to  be  enlarged  and  slightly  lower  in  the  pelvis  than  usiml 
Distinct  pulsation  will  Imj  felt  in  the  anterior  fornix,  and  li\ 
passing  a  finger  into  tlu;  rectum  and  the  thumi)  into  the  vagina 
and  grasping  the  lower  uterine  segment  it  will  be  found  to  l»t' 
soft  (Hegar's  sign).  .\  l)imanual  examination  will  reveal  the 
size  of  the  uterus,  and  this  should  correspond  with  the  supposed 
l)eriod  of  gestation.  If  you  are  in  douht  do  not  give  a  definitt 
opinion,  but  wait  for  a  month  or  so,  when  you  will  probably  '^m 
more  certain  indications. 

From  the  fourth  month  onwards  you  will  be  al)ie  to  test 
ballottement  and  to  hear  the  fujtal  heart.  By  the  sixth  month 
some  of  the  symptoms,  sucii  as  morning  sickness,  may  have 
disappeared,  but  others  will  have  become  plainer.  In  addition, 
the  abdomen  will  have  enlarged,  -trim  will  be  l)eginning  to 
form,  and  the  linen  nhjra  to  show.  The  fundus  of  the  uterus 
will  be  felt  about  the  umbilicus.  The  patient  will  also  be  nW( 
to  tell  you  if  she  feels  movemenlb. 
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I  On  palpating  the  abdomen  the  enlarged  uterus  will  eabil>  bw 
Wt.  and,  in  ranny  cnsen,  the  fnetal  movements.     Intermittent 

jcomiuctionH  will  l)e  appan-nt.  Auscultation  nhould  reveal  the 
uteriru!  soiirtlt'.  and  if  the  child  \h  alive  should  enable  you  to 
IH'rc.iv.'  the  Hound  of  itH  heurt.  Hy  a  vaginal  examination  you 
will  notice  the  bluish  discoloration,  the  softening  of  the  cervix 

I  and  lowor  utorine  segnietil,  the  enlargement  of  the  uterus,  and 

I  iwrlmps  you  may  feel  the  hoa.l  if  it  is  presenting.  Ballottemont 
will  l)t'  easily  got. 

At  the  sixth  month  a  d.-Hnite  diagnosis  can  usually  I*  made, 
I  as  you  can  then  hear  the  fcjetal  heart  and  feel  the  fa-tal  imrts.' 
j  lioth  of  which  indications  are  absolute. 

For  the  first   two  or  three   months  it   is   very  ditticult   to 

-listinyuish   a    pregnant   from  a   subinvoluted  uterus.       With 

I  subinvolution  the  cervix  is  not  softened  and  amenorrhcea  is  not 

lieiierally  present,  but,  on  the  other  hand,  you  may  have  men- 

I  striiiition  along  with  early  pregnancy.     (3ne  must  be  guided  a 

;:.«Ki  deal  by  the  history.      It  is  a  safe  nile  never  to  pass  a 

I  sound  in  an  enlar«od  uterus  where  there  is  the  slightest  chance 

nf  pregnancy. 

The  diagnosis  between  a  tumour  and  pregnancy  is  not  always 
easy,  and  the  two  not  infrequently  coexist.  With  an  ovarian 
cyst  you  will  get  no  intermittent  contractions,  no  fcetal  parts, 
110  fd'tal  heart  sounds,  and  no  uterine  souffle.  With  a  soft 
tihioid  you  may  get  intermittent  contractions  and  a  uterine 
soiitllf,  but  no  fcetal  parts  or  heart  sounds.  With  a  hard 
fibroid  there  will  be  no  contractions,  but  a  uterine  souffle,  and 
of  course  no  foetal  parts  or  heart  sounds.  With  fibroids 
I  profuse  menstruation  will  Im  the  rule. 

N'cra-  full  time  the  diagnosis  of  pregnancy  is  usually  easy. 

I  The  foetal  parts  should  be  easily  felt,  and.  if  the  child  is  alive, 

the  heart  should   be  easily  heard.     The  presenting  part  can 

generally  be  easily  felt  through  the  vagina. 

N'fver  venture  an  opinion  without  making  a  thorough  exam- 
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ination,  and  do  not  say  a  woman  is  pregnant  unless  you  are 
absolutely  sure  of  your  diagnosis. 

The  following  case  will  illustrate  this :  A  single  young 
woman  had  run  the  risk  of  conception,  and  although  menstru- 
ation continued,  she  noticed  that  she  was  increasing  in  size. 
After  some  months  of  terrible  anxiety  she  consulted  a  doctor, 
who,  without  examining  her,  said  that  he  had  no  doubt  she 
was  pregnant  and  nearing  full  time.  She  felt  so  distressed  that 
she  contemplated  suicide,  but  her  sister  fortunately  reasoned 
her  out  of  this.  All  preparations  were  made  for  the  birth,  and 
she  went  to  a  nurse's  house  for  the  confinement.  When  the 
nurse  palpated  the  patient's  abdomen  she  could  make  nothing 
out,  so  asked  me  to  examine  her.  I  found  there  had  been  a 
considerable  deposit  of  fat  and  the  abdomen  was  certainly 
distended,  but  the  uterus  was  a  normal  size.  There  was 
no  indication  of  pregnancy,  and  I  could  hardly  convince  the 
patient  that  there  was  r  ,.hing  wrong  with  her. 

In  dealing  with  unmarried  women  one  must  be  exceedin^'lv 
careful.  They  will  sometimes  try  their  uttermost  to  deceive 
you,  often  to  the  extent  of  absolutely  denying  having  had 
connection.  In  one  case,  a  girl,  who  had  not  menstruated  for 
seven  months,  consulted  me  as  to  her  condition.  She  had  all 
the  signs  and  symptoms  of  pregnancy,  and  as  I  distinctly  felt 
foetal  movements,  and  heard  the  foetal  heart,  I  told  her  she 
was  seven  months  pregnant.  I  was  indignantly  told  this  was 
quite  impossible.  Next  day  her  mother  called  on  me,  furious 
that  I  had  dared  to  say  such  a  thing  about  her  daughter.  As 
I  was  absolutely  sure  of  my  diagnosis,  I  advised  her  to  wait  a 
couple  of  months,  and  then  to  come  and  discuss  the  matter 
with  me.  About  two  months  later  I  was  called  to  see  the  girl 
one  night  by  the  indignant  mother,  who  had  been  diligently 
poulticing  the  daughter's"  abdomen  for  cramp  until  a  child  had 
been  expelled,  rupturing  the  perineum  in  its  exit.  The  girl 
had  kept  up  the  farce  to  the  very  end,  and  completely  deceived 
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I  her  mother,  uatil  the  arrival  of  the  infant  made  further  deceo- 
tion  impossible.  ^ 

Pseudocyesis  or  Spurious   Pregnancy. -This  condition 
i  usually  occurs  in  hysterical  women  who  are  very  desirous  of 
I  beanng  children,    and  especially  in   women   near  the   meno- 
I  pause.     Menstruation,  as  a  rule,  will  be  entirely  absent    or 
very  scanty  and  irregular.     The  abdomen  and  breasts  enlarge 
and  the  patient  will   usually   complain   of   all    the    ordinary 
symptoms,  such  as  morning  sickness,  etc..  and  will  profess 
to  have  quickened,  and  to  feel  the  movements  regularly      In  her 
own  mind  she  wiU  be  firmly  convinced  that  she  is  pregnant 
She  may  make  aU  preparations  for  her  confinement,  and  have 
I  her  nurse  in  attendance.     In  some  cases,  a  spurious  labour 
will  come  on.  and  the  patient  will  profess  to  feel  the  ordinary 
pams  of  labour,  but  the  result  will  be  even  less  than  that  of 
I  the  proverbial  travailing  mountain. 

Many  of  these  cases  are  not  correctly  diagnosed  until  the 
patient  supposes  she  is  in  labour,  and  othe,  s  again  only  after 
her  supposed  full  time  has  been  passed,  simply  because  no 
examination  has  been  made  by  the  medical  attendant      When 
a  woman  engages  you  to  attend  her.  you  naturally  beheve  her 
statement  that  she  is  pregnant,  and  you  do  not  examine  her 
before  labour,  unless  there  is  some  reason  for  doing  so     When 
a  case  has   gone  so  far  as  this,  the  dntou.ment  is  certainly 
anything  but  pleasant  for  the  patient  and  friends,   and  they 
are,   unfortunately,    sometimes    inclined    to    blame    their    un- 
offending medical  attendant. 
Diagnosis.~mce  no  depcuuence  upon  the  woman's  state- 

Z    M  n   "  ""'^  '"'^^"^  examination.      Percussion  of 

^aWomen  will  give  a  tympanitic  sound  all  over.  Palpation 
wdl  usually  be  very  unsatisfactory  unless  chloroform  is  admin- 
istered, as  the  recti  muscles  by  their  rigidity  will  prevent  you 
-king  out  that  there  is  no  tumour  present.  LsculLZ 
I  wdl  not  give  a  foetal  heart  or  a  uterine  souffle.     Per  va^inam 
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it  will  be  felt  that  the  cervix  is  not  softened,  nor  Jie  uterus 
enlarged.  To  make  absolutely  sure,  give  the  patient  an  anaes- 
thetic, and  as  she  comes  under  its  influence  the  abdominal 
tumour  will  largely  disappear,  and  you  can  press  your  hand 
down  until  you  feel  the  spinal  column. 

I  have  seen  a  good  many  cases  of  this  condition.  The 
first  one  was  in  a  nurse  who  had  married  about  the  meno- 
pause. She,  of  course,  had  all  the  symptoms  by  heart.  It 
was  very  difficult  to  convince  her  that  her  expectations  were 
doomed  to  be  disappointed.  Among  hospital  cases  I  saw  one 
woman  whom  I  had  delivered  two  years  previously.  She  had 
actually  deceived  herself  into  the  belief  that  she  was  in  labour, 
and  had  sent  for  assistance.  Two  students  saw  her  and  told 
her  that  everything  was  right,  but  as  the  labour  was  only 
beginning  they  would  not  wait.  A  couple  of  days  later  I  was 
asked  to  see  her,  and  found  that  she  was  not  pregnant  at  all. 
The  most  recent  case  I  have  seen  was  in  a  widow  who  had 
unfortunately  been  having  intercourse.  She  was  menstruating 
regularly,  but  assured  me  that  she  felt  strong  movements. 
She  declined  to  accept  my  assurance  that  she  was  not  pregnant, 
and  only  came  to  believe  me  after  her  supposed  full  time  had 


The  Duration  of  Pregnancy, — In  the  human  female 
pregnancy  lasts  on  an  average  280  days,  counting  from  the 
first  day  of  her  last  menstrual  period.  Impregnation  generally 
occurs  shortly  after  the  cessation  of  menstruation,  but  this  is 
not  invariably  the  case.  If  it  should  occur  just  prior  to  the 
first  suppressed  period,  your  calculations  may  be  wrong  by 
about  a  fortnight.  In  some  women  the  gestation  period  is 
undoubtedly  longer  than  in  others.  While  we  speak  of  preg- 
nancy lasting  for  nine  months,  it  really  lasts  ten  lunar  months 
or  280  days,  i.e.,  ten  menstrual  cycles,  as  menstruation  usually 
occm-s  every  twenty-eight  days.  With  some  women  menstru- 
ation occurs  every  twenty-six  days,  and  ten  of  their  cycles  will 
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give  260  days.     In  some  oases  this  will  be  found  to  work  out 
all  right,  but  not  in  all. 

To  find  the  approximate  date  of  confinement,  count  back 
three  months  from  the  first  day  of  the  last  menstruation,  and 
add  on  seven  days.  This  may  not  give  you  the  exact  date,  but 
it  should  be  within  a  few  days  of  it,  provided  impregnation  has 
cxjcurred  shortly  after  menstruation  has  ceased. 

If  menstruation  has  been  in  abeyance  at  the  time  of  con- 
ception, you  must  then  judge  by  the  size  of  the  uterus  and 
the  date  of  quickening ;  but  this  latter  date  is  a  very  uncertain 
one,  as  quickening  may  be  felt  as  early  as  tae  twelfth  week,  or 
not  until  the  eighteenth  or  twentieth  or  even  later,  and  in  rare 
cases  not  at  all. 

Gestation  is  occasionally,   but  very  seldom,  prolonged  for 

I'tnore  than  300  days  from  the  cessation  of  menstruation.     I 

have  seen  a  case  where  305  days  had  elapsed  from  the  cessation 

J  menstruation  until  the  patient  was  delivered.     The  os  in 

this  case  was  completely  occluded  (see  case  i.,  page  237). 
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COMPLICATIONS  OF  PREGNANCY. 

Diseases  of  the  Alimentary  System— Inflammation  of  the  Gums— Ptyalism 
— Affections  of  the  Stomach — Pernicious  Vomiting — Constipation- 
Diarrhoea —  Diseases  of  the  Liver  —  Gall  Stones  —  Appendicitis  — 
Haemorrhoids. 

Some  of  the  complications  met  with  are  due  to  the  pregnancy, 
while  others  are  quite  indepandent  of  the  condition.  In  the 
latter,  the  disease  may  be  adversely  influenced  by  the  preg- 
nancy, or  the  disease  may  have  an  adverse  influence  on  the 
pregnancy,  even  to  the  extent  of  causing  a  premature  termina- 
tion. 

I  shall  shortly  consider  the  more  important  complications, 
taking  them  up  as  far  as  possible  under  the  different  systems. 

Diseases  of  the  Alimentary  System. — The  teeth  are  not 
infrequently  attacked  by  caries.  Toothache,  also,  sometimes 
arises  without  any  apparent  disease  of  the  teeth.  In  the  latter 
condition  the  pain  is  due  to  neuralgia,  and,  even  if  it  does  not 
yield  to  nerve  tonics,  will  probably  subside  in  the  later  months 
of  pregnancy.  While  it  is  not  advisable  to  have  any  prolonged 
dental  operation  during  pregnancy,  there  is  very  little  risk  in 
having  bad  teeth  extracted  under  anu'sthesia.  Either  chloro- 
form, ether  or  gas  should  be  administered  to  pievent  shock. 

Inflammation  of  the  Gums  is  sometimes  seen.  The  gums 
become  spongy  and  bleed  easily.  This  may  be  associated  with 
scurvy  from  improper  feeding,  or  with  purpura  haemoiThagica, 
as  in  case  i.,  page  48.  Troublesome  stomatitis  may  also  arise 
and  cause  considerable  disturbance  of  the  digestion. 
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Treatment. — Give  astringent  antiseptic  mouth  washes,  and 
proper  diet. 

Ptyalism. — Profuse  salivation  is  a  very  rare  complication. 
In  many  thousand  cases  of  pregnancy  I  have  never  met  with 
a  marked  case.  I  have  only  once  seen  it,  and  curiously  enough 
the  case  turned  out  to  be  one  of  pseudocyesis.  The  cause  of 
the  condition  is  probably  a  reflex  irritation  of  the  sympathetic 
nervous  system,  but  beyond  that  one  cannot  be  more  exact. 
It  is  liable  to  recur  in  subsequent  pregnancies.  Astringents 
and  belladonna  are  usually  given.  It  generally  disappears  in 
the  later  months  of  pregnancy. 

Affections  of  the  Stomach — The  stomach  is  usually  very 
in-itable,  and  most  patients  suffer  more  or  less  from  some  form 
of  stomachic  trouble.  Different  forms  of  dyspepsia  are  common. 
Hyperacidity  with  heartburn  and  water-brash  is  often  com- 
plained of,  but  the  most  common  form  of  disturbance  is 
vomiting,  or  what  is  usually  called  morning  sickness.  It  may 
only  be  nausea  with  or  without  actual  vomiting,  or  vomiting 
alone  without  any  great  nausea.  The  patient  may  only  vomit 
her  breakfast  and  retain  all  her  other  meals,  or  she  may  reject 
all  her  food.  The  condition  may  first  manifest  itself  about  the 
time  the  first  menstrual  period  is  suppressed,  but  in  some  cases 
it  begins  immediately  after  impregnation.  Patients  have  occa- 
sionally told  me  they  could  tell  when  they  had  had  fruitful 
intercourse,  as  they  felt  sickness  next  morning.  The  sickness 
usually  ceases  about  the  time  life  is  first  felt,  but  in  some  cases 
it  persists  throughout  the  pregnancy,  while  in  others  it  only 
occurs  during  the  latter  half. 

The  ordinary  morning  sickness  may  be  looked  upon  as 
physiological,  as  it  has  no  bad  effect  beyond  discomfort,  but  we 
occasionally  meet  with  a  case  of  incessant  or  pernicious  vomit- 
ing, which  may  prove  to  be  one  of  the  most  intractable  com- 
plications of  pregnancy  with  which  we  can  possibly  meet. 

Treatment. — In  ordinary  cases  treatment  consists  in  regulating 
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the  bowels,  and  giving  easily  digested  foods.  The  medicines 
which  are  most  useful  are  generally  alkalies  combined  with 
sedatives.  My  favourite  drugs  are  oxalate  of  cerium,  10  grs., 
combined  with  bismuth  subnitrate,  15  grs.,  given  in  mUk 
about  a  quarter  of  an  hour  before  food.  As  regards  food,  some 
patients  have  cravings  for  articles  of  diet  which  one  would  not 
expect  to  be  retained  and  digested.  I  have  known  a  woman  to 
crave  for  gingerbread,  which  she  could  retain  and  digest,  whUe 
she  rejected  what  one  would  have  considered  much  more  suit- 
able food.  The  craving  should  be  indulged  so  long  as  the 
article  is  a  suitable  one. 

Pernicious  Vomiting.— This  is  an  exceedingly  grave  com- 
plication of  pregnancy.  If  it  cannot  be  relieved  the  patient 
will  become  so  exhausted  that  she  may  die  during  delivery  or 
very  shortly  afterwards. 

The  pathology  of  this  condition  is  not  clear.  Eeflex  irrita- 
tion from  distention  of  the  uterus  is  generally  supposed  to  be 
the  chief  cause.  It  is  said  to  be  more  cor,  uon  with  elderly 
primiparaB  and  in  cases  of  overdistention  fiom  hydramnios  ci- 
a  multiple  pregnancy,  but  I  have  seen  cases  in  which  none  of 
these  conditions  were  present.  Chronic  gastritis  or  a  gastric 
ulcer  will  predispose  to  an  attack.  Renal  insufficiency  is 
sometimes  present,  especially  in  cases  where  the  vomiting 
begins  in  the  later  months.  I  am  inclined  to  look  upon  the 
condition  as  due  to  toxaemia.  It  is  not  uncommon  to  find 
blood  in  the  vomit,  and  there  may  be  so  much  as  to  amount 
to  severe  haematemesis,  as  in  the  following  case. 

Case  /.—Mrs.  B.,  vii.-para,  aet.  twenty-six,  was  sent  into 
hospital  from  the  country  as  a  case  of  pernicious  vomiting  of 
pregnancy.  A  few  days  before  admission  she  had  voi..ited  a 
very  large  quantity  of  coffee-ground  material.  The  usual  gastric- 
sedatives  had  been  tried  without  any  benefit.  The  patient 
was  about  seven  aod  a  half  mouths  pregnant. 

The   bowels   were   very  thoroughly  cleared  out  and  recta! 
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alimentation  adopted.  The  vomiting  never  recurred  after  her 
admission.  She  complained  of  some  pain  in  the  stomach,  but 
beyond  that  she  felt  weU  enough,  except  that  she  was  very 
weak.  ^ 

As  the  vomiting  had  ceased  I  did  not  induce  labour,  but 
about  twenty-eight  hours  after  aclmission,  without  any  warning 
she  expelled  the  contents  of  the  uterus  en  ma.s,e.  The  labour 
was  pamless  until  the  maas  was  passing  the  vulva  The  sac 
u-as  at  once  ruptured,  but  the  foetus  showed  no  indications  of 
life.     There  was  no  haemorrhage. 

She  was  able  to  retain  nourishment  from  that  time  onwards 
but  in  spite  of  that,  and  although  she  was  freely  stimulated 
with  brandy  and  champagne,  she  gradually  sank,  and  died  on 
the  third  day.     The  temperature  remained  normal. 

The  post-mortem  examination  revealed  nothing  in  the 
stomach,  except  that  it  was  dilated,  and  had  one  or  two  small 
hemorrhagic  points  under  the  mucous  membrane  There 
was  some  sHght  erosion  of  the  mucous  membrane  -a  fne  lower 
end  of  the  oesophagus.  Death  seemed  to  have  resulted  from 
I  asthenia.     There  was  no  indication  of  sepsis. 

The  result  in  this  case  was  very  disappointing.    There  seemed 
I  every  chance  of  her  recovering,  as  she  was  al;!e  to  fare  and 
retain  large  quantities  of  nourishment  after  the  Ia!,oiu'  was 
over.     The  severe  h^matemesis  and  the  pain  in  the  Htomach 
led  mo  to  expect  to  find  a  gastric  ulcer,  but  there  was  none 
The  bleeding  may  have  come  from  the  erosion  at  the  lower 
end  of  the  oesophagus,  as  there  was  some  varicosity  of  the  veins 
there,  but   no  definite  lesion   could    be   found  in  any  vessel 
The  painlessness  of  the  labour  was  a  remarkabk  feature 

Casell.-Mvs.  P..  vi.-para,  ^t.  thirty,  was  sent  into  hospital 

with  a  history  of  p.r.istent  vomiting  and  great  pain  in   the 

htomach.       She    was   about    seven    months    pregnant        The 

vomnu.ghad  been  very  violem  during  the  first  three  months 

01  th.  pregnancy,  and  it  had  then  ceased  for  about  two  mouths 
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It  then  legan  again,  and  had  been  incessant  for  fourteen  dayu. 
There  had  then  been  some  relief  for  about  three  weeks,  but 
during  the  last  three  she  had  suffered  greatly  from  severe 
epigastric  pain  and  occasional  rigors.  There  had  been  blood 
in  the  vomit  lately,  and  she  had  passed  very  black  and 
tarry  motions.  There  was  a  fair  amount  of  albumin  in  her 
urine. 

After  admission  the  vomiting  was  not  very  severe,  but  she 
complained  very  much  of  epigastric  pain.  After  a  few  days, 
as  the  case  did  not  seem  to  warrant  any  obstetric  intei'ference 
at  that  time,  we  transferred  her  to  the  Royal  Infirmary.  After 
three  days  in  the  Royal  Infirmary  vomiting  ceased  entirely, 
and  she  was  well  enough  to  go  home  in  a  fortnight.  The 
albumin  had  disappeared  from  the  urine. 

As  soon  as  she  went  back  to  ordinary  diet  at  home  the 
vomiting  recurred,  and  she  had  a  severe  attack  of  diarrhoea, 
She  returned  to  the  Royal  Infirmary  in  a  fortnight,  but  in 
spite  of  treatment,  the  vomiting  persisted,  so  they  sent  her  to 
us  for  induction  of  labour  nine  days  later. 

On  admission  the  patient  was  examined  by  the  resident, 
who  tried  to  introduce  his  finger  through  the  os.  There 
was  no  indication  of  lalx)uv  coming  on.  When  I  saw  her  a 
couple  of  hours  later,  I  found  there  was  no  need  of  inducing 
labour,  as  the  os  was  nearly  half  dilated.  The  labour  ended 
naturally  about  five  hours  later.  The  child,  a  female,  was 
alive  and  weighed  7  lb.,  so  it  nmst  have  been  nearly,  if  not 
quite,  at  full  time.  A  mixture  of  bismuth  and  morphia  was 
given,  and  the  vomiting  ceased  a  few  hours  after  delivery,  and 
she  was  able  to  take  a  fair  amount  of  nourishment  without 
pain.     She  made  a  good  recovery. 

The  melffna,  blood  in  the  vomit,  and  severe  gastric  pain  led 
me  to  suppose  that  there  was  a  gastric  ulcer,  but  of  that  I  am 
not  sure.  The  commencement  of  labour  so  soon  after  the 
examination  was  probably  a  mere  coincidence,  as,  I  think  she 
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was  St  full  time.  I  have  more  than  once,  however,  had  labour 
come  on  spontaneously  in  oases  admitted  for  induction,  where 
the  cause  has  evidently  been  excitement,  and  that  may  have 
been  the  case  here. 

In  connection  with  diseases  of  the  blood,  a  case  of  perni- 
oious  vomiting  associated  with  purpura  hemorrhagica  will  be 
detailed  (see  p.  48). 

Tmitmrnt   of  Pernicious    Voviitiny.  -^  The   patient   should 
be  kept  quiet  in  bed,  and  her  bowels  should  be  cleared  out 
If  food  is  given  by  the  mouth  it  should  be  peptonised.  and  if 
this  IS  rejected,  feeding  by  the  mouth  should  be  entirely  sus- 
pended,  and   recourse  had   to  rectal  alimentation.       Nutrient 
ene.nata   of   4    oz.    of  peptonised    milk,    l,eef-tea   and    liquid 
peptonoids,  etc.,  can  be  given  three  times  daily  or  even  oftener. 
The  rectum  should  be  washed  out  with  simple  warm  water 
once  or  twice  daily  to  allay  irritation.     Nutrient  milk  or  meat 
suppositories  may  be  used  alternately  with  the  enemata      If 
the  patient  has  much  thirst,  a  pint  of  normal  saline  solution 
should  be   mjected  high  up  into  the  Ixjwel  once  a  day      If 
there   is   renal   insufhciency,   I    would   give  saline   injections 
subcutaneously.     For  a  week  or  ten  days  the  patient  should 
have  no    food    by    the    mouth ;    sips  of   hot    water   may    be 
allowed  her,  but  the  less  she  takes  into  her  stomach  the  better. 
When  this  time  has  elapsed  she  may  be  allowed  peptonised 
food  by  the  mouth. 

As  regards  dmgs  which  have  been  recommended,  their  name 
18  legion.  The  most  useful  ones  are  bismuth,  oxalate  of 
cerium,  chloral,  and  the  bromides.  The  bromides  and  chloral 
may  be  given  by  the  rectum.  Small  doses  of  morphia  given 
hypodermically  are  sometimes  useful,  but  at  other  times  only 
mcvPase  the  sickness.  Stimulants  are  often  required,  and  they 
can  be  given  by  the  rectum.  Small  chipt.  of  ice  soaked  in 
brandy  are  sometimes  useful.  The  best  stimulant,  however, 
is  strychnine,  given  hypodermically. 
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Obttetrical  Treatment —In  all  cases  of  persistent  vomiting 
a  thorough  examination  should  be  made  per  vaginam  before  the 
patient  has  heoome  exhausted.    If  a  displaooment  of  the  uterus 
is  found,  it  should  be  corrected.     If  there  is  any  disease  of 
the   cervix,    or   old    inflammatory    condition,    this    should    Iw 
treated  at  once.     Fainting  the  cervix  with  cocaine,  and  dilat- 
ing it  with  the  finger,   occasionally  does  good,   probably   by 
acting  through  the  nervous  system.     In  fact,  in  some  oases 
where  there  is  a  strong  hysterical   tendency,   the   visit  of  a 
consultant  often  does  good,  if  he  can  impress  upon  the  mind 
of  his  patient  that  the  remedies  ho  is  ordering  will  be  sure 
to  relieve  her.     I  have  seen  this  prove  effectual  in  a  hysterical 
case.     If  ordinary  means  fail,  induction  of  an  abortion,  or 
premature  labour,  must  be  resorted  to.     This,  unfortunately, 
often  proves  fatal,  because  the  emptying  of  the  uterus  is,  as 
a  rule,  only  resorted  to  when  the  patient  is  too  much  weakened 
to  stand  the  strain.     It  is  very  dilficult  to  say  when  one  should 
resort  to  operation,  but  I  am  firmly  convinced  that  the  tend- 
ency is  to  delay  the  ()i)eration  too  long.     I  think  that,  if  after 
a  week  or  ten  days  of  rectal  alimentation,  the  stomach  will  not 
retain  food,  one  would  bo  justified  in  emptying  the  uterus.     I 
have  more  than  onco  found  the  vomiting  cease  as  soon  as  the 
bougie  was  introduced  into  the  uterus.    The  greatest  care  must 
1)6  taken  to  stimulate  the  patient  freely  during  the  induction 
and  for  some  time  after  it,  to  counteract  shock  whicli  may  prove 
fatal  in  such  an  enfeebled  constitution. 

Constipation.— Women  are  unfortunately  very  prone  to 
constipation,  and  in  pregnancy  it  is  very  common.  It  is  often 
accompanied  with  huBmorrhoids.  Patients  should  be  warned 
to  keep  their  bowels  free  by  regulating  their  diet,  and,  if 
necessary,  taking  an  aperient  regularly.  If  they  do  not  pay 
attention  to  this,  the  waste  ptoducts  of  tissue  metabolism  will 
accuraulato  in  the  system,  and  th'>  kidnej's,  in  their  endeavours 
to  rid  the  system  of  these  waste  products,  may  have  a  greater 
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sirtua  thrown  on  them  tlian  they  oan  bear.  The  result  will  be 
that  albumin  appears  in  the  urine,  and  the  excretion  lessens 
until  finally,  if  relief  in  not  obtained,  tl..,  nerve  cuntres  mv 
pomoned  and  eclampsia  results.  The  liver,  too,  is  involved 
but  the  role  it  plays  I  am  not  prepared  to  state.  I  Hrmly 
believe  that  if  the  organs  of  excretion  are  kept  up  to  the  mark 
there  will  be  no  fear  of  eclampsia. 

r,ratment.^AH  a  rule,  active  purges  are  rmt  necessary 
unless  there  is  a  threatening  of  eclampsia,  [n  ordinarv  cases' 
a  tumblerful  of  hot  water,  with  or  without  a  small  amount 
of  sahne,  the  first  thing  in  the  morning,  is  sometimes  sutticient 
to  cmse  an  evacuation  of  the  bowels,  and  it  also  helps  to 
flush  the  kidneys.  Cascara  sagrada  alone,  or  combined  with 
strychnme,  l>elladonna  and  aloin.  is  a  very  good  remedy  for 
constant  use. 

Diarrhoea—Diarrhoea  is  not  so  frequently  met  with  as 
constipation.  It  may  In.  caused  by  pressure  irritating  the 
bowel. 

Treat mnt.^The  ordinary  astringent  medicines  will  usually 
check  it,  but,  if  it  is  nervous  in  origin,  nerve  tonics  may  be 
required.  If  there  is  feverishness  accompanying  it,  one  must 
not  forget  that  it  may  possibly  be  caused  by  enteric  fever. 

Diseases  of  the  Liver. --Catarrhal  jaundice  is  occasionally 
seen.  The  patient  may  have  been  subject  to  attacks  before  she 
became  pregnant.  Eegulating  the  diet  and  giving  the  patient  a 
lew  (loses  of  calomel,  followed  by  a  saline  draught,  will  quickly 
correct  the  condition. 

A  very  much  more  serious  condition,  however,  occasionally 
''rises,  viz.,  acute  yellow  atrophy  of  the  liver.  This  condition 
's  not  peculiar  to  pregnancy,  but  a  large  proportion  of  the 
recorded  cases  have  been  in  pregnant  women.  The  liver  sub- 
stance liecomes  acutely  degenerated  and  practically  destroyed. 
In  many  cases  it  shrinks  to  about  half  its  size  and  may  only  be 
about  half  the  ordinary  weight.     The  jaundice  is  intense,  and 
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the  urine  oont*in»  leuoin  and  tyrosiii.  Th«  caum  of  tbo  oon- 
dilion  mu»t  be  an  •ottt#  poi90Qin«.  In  wveral  of  ray  camu  of 
oclfttnpsia  I  have  fouiid  a  condition  in  thn  liver  which  oloHely 
resembled  Ihe  early  HtM»{«  of  acute  atrophy. 

The  pro«nosiB  in  such  u  (Mne  is  hopeleB«. 

rri-rff ,««»/._  iJtimuUte  the  [wtient  freely  and  give  purm-s. 
-^Jne  transfusion  niinht  bo  of  some  use. 

Gall  Stones.  -I  have  never  yet  met  with  a  case  of  nM 
^nm  during  prugnanoy,  but  they  muit  occasionally  occur. 

Tr4>utnu'nt.—U  opiates  fail  to  relieve  the  suffering  surgical 
interference  will  he  called  for.  The  operation  may  cause  ati 
Hbortion  or  premature  labour,  hut  the  chances  „ve  that  it  will 
not  affect  the  pregnancy. 

Appendicitis.— This  con.lition  occasionally  arises  dunn,' 
pregnancy.  If  there  is  any  indication  of  suppurati*  i  an  opera- 
tioii  .^  be  done  at  once. 

Haemorrhoids.  -Thes.  ar.  very  coujinon  in  pregnancy,  and 
are  sometimes  very  painful.  The  pressure  from  the  uteru. 
aggravates  the  condition.  I'uuiative  treatment,  with  sedative 
ointments  and  suppositories,  and  keeping  the  bowels  free,  is  all 
that  one  can  do,  as  an  operation  is  not  advisable.  They  usually 
improve  rapidly  aftf"    lelivery. 


CHAPTER  IV. 
COMPLICATIONS  OF  PRKONANCy  (rv,„/M,W). 

.-•y  -  Polyuria  -  Glyc-oHuria      Diabet..  M,.„it.u  -  H^nrtu  U 
Acvtonuna  -  Pepto.u.ria  -  Pyun.  -  Lcein   and   Tvrol  !^  ,    nj^ 

nephro-m-  Pyo-uephrogin  -  Bladder   Coniplieati  L       in'T,   • 


Affections  op  thf   \'idnevh. 
I.V  preKnancy  the   kidneys  are   ,.fte.,  affected.  KiviuK  .ise   to 
^^ha    ,s  known  as    the   kuin.u,  of  pr.jnana,     Th.  condition 
can  hardly  be  Iooke.i  upon  as  one  of  acute  or  chronic  inflam 
■M  ..n.       The    kidney    substance    n.ay    be    slightly    enlarged 
and  sonjevvhat   an^nuc,  with    some    fatty    ,„filtration   of  the 
;p.^.eha    cells.     Albumin   .   found   in   th.   urine,   and   often 
.att>  and  hsahne  casts.     There  may  be  considerable  dropsy 
He.ul  ms..c.ency  may  .upervene.  and  in  such  a  case  there 
"reat      .k   of   eclampsia    if   free   excretion    is  not  quickly 
-^^.     The  kidney  condition  clears  up  very  ^u.ckl^ 

Nephritis.-  -Acute  or  chronic  nephritis  may  be  present 
durmg  pregnancy.  You  have  the  usual  indications  The 
cuD.lition  wdl  not  clear  up  immediately  aft^r  delivery  The 
^iDumm  may  lessen,  but  at  least  a  trace  of  it  wil'  for 

i  considerable   time.      Premature   expulsion   of 
contents  is  lialJe  to  occur,  with  or  without  con 
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very  difficult  to  distinguish  the  kidney  of  pregnancy  from 
nephritis.  In  the  latter  the  history  of  the  patient  previous  to 
impregnation  may  give  you  the  chie,  and  if  the  albumin  does 
not  clear  up  within  a  very  few  days  after  delivery  you  may 
definitely  decide  that  the  case  is  one  of  nephritis. 

The  following  two  eases   may   l)e  taken  as  typical  of  tlie 
kidney  of  pregnancy. 

Case  I. — Mrs.  C,  i.-para,  let.  thirty-seven,  was  seen  by  me 
when  seven  and  a  half  months  pregnant,  as  she  complained  of 
headache  which  had  been  persistent  for  a  day  or  two.  I  found 
oedema  of  the  legs,  l)ody  and  face,  and  the  urine,  on  boiliiifj, 
became  soild  with  albumin.  I  at  once  ordered  her  to  bed, 
gave  her  a  laige  dose  of  salts,  and  put  her  on  milk  diet,  with 
imperial  drink  and  a  diuretic  mixture  of  acetate  and  citrate 
of  potash.  In  a  few  days  the  albumin  lessened  very  markedly 
and  very  free  excretion  was  established.  She  continued  the 
diuretic  and  milk  diet,  and  took  a  saline  purge  every  morning, 
until  labour  came  on.  Once  or  twice  I  discovered  a  consider- 
able amount  of  all)umin  in  the  urine  after  she  had  -arreptitiously 
indulged  in  meat  diet.  The  labour  was  uneventful  and  tlie 
albumin  quickly  disappeared  from  the  urine. 

I  was  very  apprehensive  that  this  patient  would  take  tits 
before  there  was  time  to  establish  free  diuresis,  but  she 
fortunately  escaped.  I  doubt  the  possibility  of  this,  had  treat- 
ment been  delayed  a  day  or  two. 

Case  11. — A  primipara,  single,  tet.  twenty-four,  eight  months 
pregnant,  complained  of  vertigo,  transient  loss  of  vision,  and 
headache.  There  was  marked  oedema  of  the  legs  and  face.  The 
urine  was  found  to  be  heavily  loaded  with  albumin.  She  was 
put  upon  a  diuretic  mixture  and  ordered  to  take  milk  diet  and 
a  saline  purge  each  morning.  As  she  was  living  in  a  "  Home  " 
jhe  was  not  admitteii  to  the  hospital,  but  came  back  when 
labour  had  commenced.  She  disregarded  the  instructions 
which  had  been  given  her,  and  when  she  returned  in  labour 
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all  her  symptoms  -vrete  found  to  be  aggravated.  Two  pints  of 
saline  (1  dr.  each  of  acetate  and  chloride  of  sodium  to  the  pint) 
were  infused  under  the  breast,  and  she  was  put  on  a  diuretic 
after  deUvery.  The  labour  ended  naturally.  The  albumin 
disappeared  from  the  urine  a  few  days  after  delivery.  It  was 
a  wonder  that  she  did  not  take  fits  during  labour. 

The  treatment  of  albuminuria,  whether  it  be  due  to  the 
kidney  of  pregnancy  or  to  nephritis,  is  the  same,  riz.,  free 
purgation,  the  administration  of  diuretics,  and  a  strict  milk 
diet.  In  cases  of  nephritis,  where  the  condition  is  known  to 
be  present  before  impregnation,  an  abortion  or  premature 
lalwur  may  have  to  be  induced.  In  such  cases  one  should 
not  wait  too  long,  but  should  empty  the  uterus  before  any 
argent  indications  arise. 

The  subject  will  be  dealt  with  more  fully  when  treating  of 
eclampsia. 


Anomalies  of  the  Urine  in  Pregnancy. 

Polyuria  is  occasionally  seen,  and  it  may  reach  an  astonish- 
ing degree.  It  is  practically  a  condition  of  diabetes  insipidus. 
The  specific  gravity  of  the  urine  is  very  low,  but  there  is  neither 
albumin  nor  sugar  present.  The  patient  experiences  great 
thirst.     After  delivery  the  condition  is  relieved. 

Treatment. — Except  for  the  thirst  the  patient  does  not  suffer, 
so  no  treatment  is  required.  It  would  probably  be  unwise  to 
attempt  to  diminish  the  excretion. 

Glycosuria, — Sugar  is  sometimes  found  in  the  urine.  Some 
obsei-vers  say  that  it  is  present  in  50  per  cent,  of  the  cases  of 
pregnancy,  but  this  is  an  absurd  exaggeration.  During  lac- 
tation, sugar,  in  the  form  of  lactose,  is  constantly  found  in  the 
uriue.  This  comes  from  absorption  from  the  breasts,  but  it  is 
of  no  consequence. 

True  Diabetes  Mellitus  may  arise  during  pregnancy  and 
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disappear  after  delivery,  but  it  may  exist  before  impregnation. 
Its  symptoms  are  liable  to  be  aggravated  by  the  pregnancy. 

Prognosis. — It  is  a  serious  condition  for  both  mother  and 
foetus.  In  a  large  number  of  cases  the  foetus  dies,  and  the 
woman  frequently  dies  shortly  after  delivery. 

Treatment. — The  treatment  should  be  the  same  as  in  a 
non-pregnant  case. 

Haematuria. — Blood  in  the  urine  may  come  from  the  bladder 
or  the  kidneys.  From  the  bladder  it  may  be  due  to  acute 
cystitis,  a  vesical  tumour,  a  stone  or  vesical  hBemorrhoids.  In 
cases  of  eclampsia  it  is  very  frequently  seen,  and  it  does  not 
necessarily  mean  that  there  is  acute  nephritis,  as  both  the 
blood  and  albumin  disappear  from  the  urine  very  shortly  after 
delivery. 

Treatment. — If  it  is  from  the  bladder,  the  cause  must  be 
removed.  If  it  is  from  the  kidneys,  the  treatment  is  the  same 
as  for  eclampsia. 

Acetonuria. — Acetone  will  be  found  in  the  urine  when  the 
foetus  is  dead  and  macerated.  It  is  a  product  of  maceration. 
It  disappears  quickly  after  delivery. 

Peptonuria. — This  is  sometimes  found  during  pregnancy, 
but  more  commonly  during  the  puerperium.  In  the  latter 
condition  it  is  a  product  of  involution  of  the  uterus. 

Neither  of  these  conditions  requires  any  special  treatment. 
Pyuria. — Pus  may  arise  from  the  bladder  or  the  kidneys. 
This  subject  will  be  further  dealt  with  when  treating  of  cystitis 
and  pyo-nephrosis. 

Leucin  and  Tyrosin  have  already  been  mentioned  as 
occurring  in  connection  with  acute  yellow  atrophy  of  the 
liver. 

Renal  Calculus. — During  pregnancy  the  presence  of  a  renal 
calculus  may  give  rise  to  a  considerable  amount  of  suffering, 
and  one  may  very  easily  be  puzzled  to  account  for  the  severe 
pain.      When  severe  abdominal  pain  occurs  during  pregnancy, 
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we  naturally  look  for  the  source  of  the  pain  in  tLe  .uterus,  but 
it  must  not  be  forgotten  that  it  may  be  in  another  organ  alto- 
gether.    The  following  cases  will  illustrate  this. 

Case  /.—A  primipara  when  about  six  months  pregnant  was 
seized  with  paroxysmal  puins  in  the  right  side  of  the  abdomen. 
She  was  of  a  highly  nervous,  hysterical  nature,  and  it  was  diffi- 
cult to  decide  whether  or  not  the  pain  was  as  excessive  as  she 
made  out.  She  had  never  had  attacks  before.  An  examination 
revealed  that  the  uterus  was  quiescent.  The  pulse  and  tem- 
perature were  normal.  The  bowels  were  all  right,  and  the  urine 
had  no  blood  in  it.  Large  doses  of  morphia  relieved  the  pain. 
She  had  one  or  two  more  seizures,  but  went  to  full  time. 
Some  time  after  delivery  she  brought  me  a  phosphatio  calculus 
which  she  had  passed,  and  the  mystery  of  the  attacks  of  pain 
was  solved.  I  must  confess  that  I  had  not  thought  of  a  renal 
calculus  at  the  time,  as  the  urine  seemed  normal.  At  her  next 
pregnancy  the  same  occurred,  and  I  of  course  knew  what  was 
wrong,  and  told  her  to  be  on  the  watch.  She  again  passed  a 
calculus  some  time  after  delivery. 

Case  II.     A  Renal  Calculus  with  I'yo-tiephrosis.— About  the 
sixth  month  of  her  fifth  pregnancy  a  patient  was  seized  with 
severe  pain  in  her  right  side.    When  I  saw  her  she  was  having  a 
very  violent  rigor.     Her  temperature  was  105°  F.  and  her  pulse 
very  rapid.     Her  urine  showed  a  considerable  amount  of  pus. 
As  I  had  recently  seen  the  case  of  renal  calculus  just  narrated, 
I  at  once  thought  this  might  be  a  similar  one,  accompanied  by 
suppuration.     The  following  history  was  obtained.    In  her  early 
childhood  she  had  passed  blood  in  her  urine  for  some  time,  otf 
and  on,  until  she  was  nine  years  old ;  after  that  she  had  had 
repeated  attacks  of  gravel,  and  was  twice  in  the  EoyaJ  Infirmary 
at  the  ages  of  thirteen  and  seventeen  for  treatment.     When 
pregnant  with  her  second  child,  she  had  been  seized  about  mid- 
term with  very  violent  pain  in  the  right  side.    Some  time  after 
d'^'ivery  she  had  passed  a  "  bramble  "  stone  about  the  size  of 
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a  bean.      She  deaoribed  it  m  covered  with  gpines.     During 
her  third  and  fourth  pregnancies  she  had  had  similar  attacks 
of  pain,  but  had  not  passed  any  more  atones.     I  attended  her 
at  her  fourth  confinement,  but  was  not  told  anything  about 
the  painful  attack.     The  labour  was  very  q  lick,  although  the 
child  weighed  11  lb.     From  this  history  I  concluded  that  she 
had  a  calculus  and  that  8uppura<aon  was  taking  place.     Palpa- 
tion of  the  kidney  was  impossible  on  account  of  the  pregnancy. 
Pressure  over  it  caused  great  pain.     After  the  rigor  passed  off 
the  acute  pain  lessened.      I  gave  her  quinine  and  Dover's 
powder,  and  the  temperature  soon  fell.     A  few  weeks  later  she 
had  another  attack  of  pain  but  no  rigor.    She  went  to  full  time, 
and  gave  birth  to  another  11  lb.  child  after  a  very  quick  labour! 
The  kidney  could  now  be  easily  palpated  through  the  relaxed 
abdominal  waU.      It  was  very  much  enlarged,  and  seemed 
fluctuant  to  the  feel.      A  few  hours  after  labom-  the  patient 
had  a  severe  rigor  and  the  temperature  rose  to  103°  F.     She 
was  again  put  on  quinine  and  Dover's  powder.     She  had  a 
second  rigor  a  few  hours  later.    The  temperature  feU  to  normal 
on  the  third  day  of  the  puerperium,  but  on  the  fourth  day  it 
rose  to  103°  F.,  and  she  had  a  violent  rigor.     Her  pulse  was  so 
weak  that  I  gave  her  „V  gr.   of   strychnine  hypodermically. 
There  was  no  infection  of  the  uterus,  and  the  urine  had  not 
shown  any  amount  of  pus.     I  now  determined  to  drain  the 
kidney.     I  had  purposely  delayed  this  until  the  early  days  of 
the  puerperium  should  be  over.    To  delay  longer  seemed  likely 
to  end  in  disaster.    On  the  morning  of  the  fifth  day  Dr.  Dalziel 
saw  the  patient  with  me  and  confirmed  my  diagnosis.     Her 
temperature  was  again  normal.    I  passed  a  catheter  and  emptied 
the  bladder  of  about  a  pint  of  pus.     I  could  not  feel  any 
calculus  in  the  bladder.     We  concluded  that  either  the  mani- 
pulations or  the  rigor  had  dislodged  the  calculus  from  the 
opening  of  the  ureter,  or  else  that  the  calculus  had  passed 
down.     At  all  events  the  abscess  had  partially  emptied  itself, 
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so  we  decided  to  delay  operating  on  the  kidney  until  she  had 
regained  strength.  From  that  time  onwards  she  improved 
steadily.  The  pus  very  soon  disappeared  from  the  urine  and 
the  kidney  swelling  lessened.  Two  months  later  I  was  anxious 
to  have  the  kidney  explored,  but,  as  she  felt  quite  well,  she 
declined  the  operation.  The  calculus  was  never  seen,  and  it 
may  still  be  in  the  kidney,  lying  quiescent  until  she  again 
becomes  pregnant.' 

An  exploration  of  this  kidney  would  have  definitely  settled 
the  question,  but  I  think  there  can  be  httle  doubt  that  the 
diagnosis  was  correct. 

The  presence  of  renal  calculi  is  said  to  predispose  to  abortion, 
but  this  has  not  been  the  case  in  any  one  of  the  six  pregnancies 
of  these  two  cases. 

Treatment. — If  the  pain  is  not  too  severe,  and  the  attacks 
are  not  frequent,  you  may  temporise  by  giving  morphia.  If 
pus  is  present  I  think  an  operation  should  be  done.  In  case 
ii.  I  think  I  erred  in  not  insisting  on  this,  but  the  patient 
was  averse  to  it  until  after  delivery.  Unless  there  is  urgency, 
the  operation  should  be  delayed  until  at  least  the  -jcond  week 
of  the  puerperium. 

Renal  tumours  are  exceedingly  rare,  but  when  they  do  occur 
they  must  be  treated  surgically,  if  necessary,  irrespective  of  the 
pregnancy. 

Floating  Kidney.— The  right  kidney  seems  to  be  the  one 
most  frequently  n'^ected.  It  will  not  give  rise  to  any  trouble 
unless  torsion  oc  r,  or  pressure  upon  it  causes  renal  insuffici- 
ency. In  rare  caaes  the  kidney  has  been  found  congenitally 
displaced,  so  Jiat  it  lay  at  the  brim  of  the  pelvis.  In  such 
a  case  it  would  obstruct  labour.  In  the  curious  cases  of  horse- 
shoe kidney,  or  the  union  of  the  two  kidneys,  it  has  been  found 
at  the  brim  of  the  pelvis,  and  in  such  a  case  it  would  prove 
a  very  serious  obstruction  to  labour. 

'This  patient  has  passed  through  a  sixth  pregnancy  without  any 
renal  pain.    She  was  delivered  on  15th  October,  1902.— R.  J. 
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Cystic  Disease  of  the  kidneys  is  sometimes  found.  If  this 
is  very  marked,  fatal  eclampsia  is  likely  to  occur,  if  there  is 
not  suflBcient  renal  substance  left  to  carry  on  the  work  of 
excretion. 

Hydro-nephrosis. — This  condition  may  occur  from  pressure 
of  a  displaced  uterus  on  the  ureter.  It  might  also  occur 
if  a  renal  calculus  were  to  block  the  ureter.  The  uterus  should 
be  replaced  to  relieve  the  pressure. 

Pyo-nephrosis  has  already  been  referred  to  in  case  ii.,  page 
35.  This  condition  was  also  present  in  the  case  of  purpura 
haemorrhagica,  page  51.  An  abscess  behind  the  kidney,  but  not 
involving  its  substance,  is  also  recorded  on  page  485. 

An  abscess  in  the  kidney  or  behind  it  should  be  treated  in 
the  ordinary  way,  by  incision  and  drainage. 

Bladder  Complications. — Irritability  of  the  bladder  is  very 
common,  especially  in  the  earlier  and  later  months  of  preg- 
nancy. Micturition  is  very  frequent,  and  causes  considerable 
annoyance.  Very  nervous  women  are  specially  liable  to  it. 
It  is  caused  by  pressure  upon  the  bladder. 

Treatment. — As  a  rule  no  treatment  is  necessary,  but  nerve 
sedatives,  such  as  bromide  and  belladonna,  or  hyoscyamus,  may 
be  given  if  required. 

Incontinence  and  Retention  of  Urine. — True  incontinence 
is  occasionally  seen  during  pregnancy,  but  in  the  vast  majority 
of  cases  where  there  is  a  constant  dribbling  of  urine,  it  is  not 
due  to  incontinence,  but  to  the  very  opposite  condition,  viz., 
retention.  The  supposed  incontinence  is  merely  an  overflow 
from  an  ovei-distended  bladder.  This  condition  arises  in  the 
third  and  fourth  months  of  pregnancy,  and  is  caused  by  a  back- 
ward displacement  of  the  uterus.  A  retro-displaced  pregnant 
uterus  will  not  at  first  cause  retention  of  urine,  but  during 
the  third  month  it  will  have  increased  in  size,  sufficiently  to 
press  the  cervix  against  the  neck  of  the  bladder,  and  prevent 
the  emptying  of  that  organ.     The  bladder  will  soon  become 
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distended,  and,  if  an  overflow  does  not  begin,  rupture  will 
inevitably  occur.  This  has  happened ;  but  fortunately,  in  the 
great  majority  of  cases,  dribbling  of  urine  begins  and  the  bladder 
is  saved.  When  the  constant  dribbling  begins  the  patient 
naturally  supposes  that  she  is  passing  plenty  of  urine,  and 
will  be  sure  to  make  that  assertion.  A  careless  attendant 
may  be  misled  on  hearing  such  a  statement,  and  imagine 
the  case  is  one  of  incontinence.  It  is  really  surprising  how 
often  this  mistake  is  made.  In  every  case  of  dribbling  of 
urine,  especially  in  the  early  months  of  pregnancy,  it  should 
be  constantly  borne  in  mind  that  it  is  far  more  likely  to  be  a 
case  of  retention  than  of  incontinence. 

Diagnosis. — If  it  is  incontinence  the  bladder  will  be  empty, 
and  if  it  is  retention  it  will  be  full.  A  full  bladder  can  be 
diagnosed  by  abdominal  palpation  or  by  passing  a  catheter. 

Treatment. — Incontinence  should  be  treated  by  rest  and 
tonics.     Nux  vomica  will  strengthen  the  sphincter. 

Retention.  —  The  first  thing  is  to  relieve  the  bladder  by 
passing  a  catheter.  This  must  be  done  with  the  strictest 
aseptic  precautions  to  prevent  cystitis.  If  the  bladder  is  very 
much  distended  care  must  be  taken  not  to  empty  it  completely, 
or  serious  hsemorrhage  may  occur.  If  the  urine  is  septic  it 
should  all  be  drawn  off,  but  some  boracic  solution  should  be 
injected.  The  subsequent  treatment  of  the  case  will  be  fully 
dealt  with  under  the  heading  of  retro-displacement  of  the  gravid 
utei-us.  When  the  uterus  is  replaced  there  will  be  no  further 
difficulty  of  micturition. 

Vesico- Vaginal  Fistula. — A  fistula  may  b  pre  v3nt  and  it 
would  give  rise  to  constant  dribbling  of  mine,  its  cause, 
diagnosis,  and  treatment,  will  be  fully  dealt  with  under  bladder 
complications  of  the  puerperium. 

Vesical  Calculi. — These  are  occasionally  found  in  pregnant 
women.  The  signs  and  symptoms  are  the  same  as  in  the  non- 
pregnant, only  they -may  be  aggravated  by  the  pregnancy. 
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Treatment.— They  should  be  removed  through  (he  urethra 
or  by  vaginal  lithotomy,  before  labour  oomes  on.  A  fairly 
large  stone  would  cause  considerable  obstruction  during  labour 
and  a  vesico-vaginal  fistula  would  probably  result.  If  the 
diagnosis  were  made  early  in  pregnancy,  it  would  be  advisable, 
if  possible,  to  delay  the  operation  until  after  the  seventh 
month,  so  that  if  labour  came  on  as  a  result  of  the  operation 
there  would  be  a  good  chance  of  the  child  surviving. 

Cystitis. — This  condition  is  much  more  common  during  the 
puerperium,  but  may  arise  during  pregnancy.  It  may  be  due 
to  gonorrhoea. 

The  usual  signs  and  symptoms  of  cystitis  are  present,  vu., 
frequency  of,  and  painful  micturition.  The  urine  will  usually 
contain  more  or  less  pus,  and  it  may  be  very  septic,  as  in  case 
ii.,  page  85. 

Treatment. — Alkalies  combined  with  hyoscyamus,  bella- 
donna and  buchu.  In  septic  cases  boraoio  acid  internally  is 
very  useful.  Urotropin  is  also  useful  in  these  cases.  The 
bladder  should  be  washed  out  at  least  once  a  day  with  boracic 
solution.  The  patient  should  be  given  barley  water  and  other 
diluent  drinks  freely.  If  there  is  much  pam  morphia  should 
be  given.  In  a  chronic  case  like  the  following  the  bladder  may 
become  very  much  contracted. 

Case.— The  patient,  a  multipara,  was  fully  eight  months 
pregnant  when  admitted  to  the  hospital.  During  the  whole  of 
the  pregnancy  she  had  suffered  from  frequent  micturition  with 
severe  pain.  She  said  that  for  weeks  she  had  scarcely  slept  at 
all.  The  urine  seemed  quite  normal  to  the  naked  eye,  but  con- 
tained a  very  faint  trace  of  albumin.  She  had  been  under 
treatment  all  the  time,  taking  alkalies,  buchu  and  hyoscyamus, 
1  also  urotropin,  but  had  got  no  relief.  The  bladder  had 
i'v  been  washed  out. 

When  we  attempted  to  wash  it  out  we  found  that  at  first  it 
would  not  admit  more  than  an  ounce  of  boracic  iotiou,  and 
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would  contract  on  that  and  force  it  back  into  the  raised  funnel. 
The  bladder  was  washed  out  twice  daily,  and  the  patient  was 
given  morphia  for  the  pain.  After  a  few  days,  more  fluid 
could  be  got  into  the  bladder,  and  the  patient  felt  much  more 
comfortable.  Labour  came  on  about  a  week  later  and  a 
premature  live  child  was  born.  The  bladder  then  quickly 
increased  in  size,  and  by  the  time  the  patient  left  the  hospital 
it  would  hold  from  6  to  8  oz..  and  she  could  retain  her  urine 
comfortably  for  several  hours.  The  cause  of  the  cystitis  we 
could  not  definitely  ascertain.  There  was  no  indication  of 
gonorrhoea. 


CHAITER  V. 

COMPLICATIONS  OF  PREGNANCY  {CnHti„u.;l). 

Diseases  of  the  Blood — Aiiwinia— Pernicious  Aiminia — Siurvv— Puri)uni 
Haemurrhagioa — Hiemopli  ilia — I  Jiseases  of  tlit*  Cardio- vascular  Systiui 
— Varicose  Veins — Phlegmasia  Alba  Doleus  Thrombosis— Aneu^i^lll 
— Heart  Disease. 

D18EA8R8  OF  THE  Blood. 

At  one  time  a  condition  of  plethora  was  lielieved  to  exist  in 
pregnancy,  and  as  a  consequence  lowerinj?  remedies  and  often 
l)leeding  were  frequently  resorted  to.  For  the  last  twenty 
years  or  so  an  entirely  opposite  opinion  has  been  held.  Care- 
ful analyses  of  the  blood  have  shown  that  a  very  different  con- 
dition from  plethora  exists.  The  total  amount  of  blood  is 
increased  to  supply  the  enlarged  vascular  arrangements  of  the 
uterus.  The  increase  is  in  the  watery  elements,  i.e.,  there  is 
a  condition  of  hydnemia.  The  red  corpuscles  are  materially 
diminished,  the  albumin  in  the  serum  lessened,  but  the  fibrin 
and  extractive  matter  increased.  The  increase  of  fibrin  ex- 
plains why  thrombosis  is  so  liable  to  occur  during  pregnancy. 
The  condition  is  thus  seen  to  be  one  more  nearly  approach iii): 
that  of  anaemia  than  of  plethora.  It  is  not  exactly  a  conditi(jn 
of  anaemia,  however,  as  although  there  is  a  diminution  of 
haemoglobin  this  is  not  from  impoverishment  of  the  individual 
cells,  but  simply  from  dilution  l)y  the  increase  of  the  watery 
t'lemeut  of  the  blood.  The  leucocvtes  are  considerablv  in- 
creased  iu  number.      During  the  first  nine  or  tea  days  alter 
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delivery,  the  red  corpusolet  increase  in  lumiber.  and  the  hamo- 
Klobin  in  quantity,  while  the  leuoooytej.  diminish  in  number. 

Anaemia — While  true  anwmia  is  not  usual  in  pregnancy  it 
(Hcurs  in  a  goal  many  oases.  It  may  have  been  present 
before,  or  it  n.ay  have  arisen  during  the  course  of  the  preg. 
nancy.  It  may  be  associated  with  nephritis,  cardiac  disease, 
pernicious  vomiting,  or  any  constitutional  disease,  such  as 
phthisis.  In  some  cases  it  may  be  so  marked  as  to  lea<l  one 
to  supjwse  it  to  be  the  pernicious  form. 

The  patient  will  show  all  the  usual  indications  of  an»mia. 
There  may  l)e  considerable  fedema. 

Treatnient.—lron  and  arsenic  should  be  freely  administered, 
the  bowels  kept  open  and  plenty  of  good  nourishing  food  taken.' 
Po3t-partum  huemorrhage  should  be  rigidly  guarded  against,  as 
the  patient  can  ill  afford  to  lose  any  blood. 

Pernicious  Anaemia.— Fortunately  this  condition  is  rarely 
seen  with  pregnancy.  When  it  does  occur  it  is  usually  fatal 
to  l)oth  mother  and  child.  It  may  arise  during  the  puerperium 
after  severe  post-partura  htemorrhage,  especially  after  repeated 
attacks  of  secondary  hmmorrhage. 

Treatment — Iron  and  arsenic,  especially  the  latter,  should  be 
freely  administered,  ami  if  there  is  no  improvement  the  uterus 
should  l)e  emptied  as  soon  as  possible.  If,  however,  the  patient 
is  very  weak,  the  operation  should  not  be  undertaken,  for  it  will 
only  hasten  the  end. 

The  following  two  cases  were  treated  in  the  Maternity  Hos- 
pital within  a  few  weeks  of  each  other. 

Case  /.—Mrs.  B.,  v.-para.  vet.  twenty-seven,  was  admitted 
m  a  state  of  extreme  anajuiiu  with  marked  lemon-yellow 
tint  of  the  skin.  During  her  former  pregnancies  she  had 
iK'en  extremely  pallid,  but  she  had  never  before  shown  any 
yellow  discolonition  of  tlie  skin.  Until  a  fortnight  previous 
to  ii.lmis.sion  she  liad  been  able  to  perform  her  usual  house- 
hold work,  but  at  that  time  she  had   begun   to  suffer  from 
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8hortne««  of  breath  and  woakntttiH.     Almovt  coutinuotm  vomit- 
ing  had  come  on,  and  she  had  noticed  the  yellow  colour  of 
her  skin.      She  had  oonHulted  a  doctor,  who  had  diagnosed 
enlargement  of  the  liver.     Some  days  bef«>re  admission  her  urine 
wan  observed  to  lie  very  dark  in  colour  and  almost  opaijue. 
The  patient  had  had  rheumatic  fever  seven  years  before. 
On  admission  the  o«  was  found  to  be  the  size  of  half  a 
crown.     The  fundus  uteri  reached  two-thirds  of  the  way  up 
to  the  ensiform  cartilage.     The  patient  was  well  nourishod, 
the  skin  soft  and  smooth,  but  of  a  leraon-yollo^v  tint,  more 
marked  over  the  flexures  of  the  various  large  joints.     The  lips 
and  buccal  mucous  membrane  were  bloodless,  hut  somewhat 
blue,  as  also  her  forehead.     The   pulse  rate   was  126,   and 
respirations  ii  per  minute,  laboured,  but  not  noisy.     The  aroa 
of  cardiac  dulness  was  enlarged,  but  the  he*u i  sounds  were  pure, 
though  somewhat  weak.     The  area  of  hopatic  dulnp  is  was  in- 
creased in  an  upward  direction.     No  fcetal  heart  -rounds  cotild 
be  heard.     She  had  felt  no  movement  for  four  days. 

The  patient  was  so  collapsed  that  no  attempt  was  mado  to 
deliver  hei  She  was  freely  stimulated,  hut  gradually  sank 
and  died  undelivered. 

Post-mortem  Examination. — The  body  surface  presented 
a  greenish-yellow  hue,  most  marked  over  the  flexures  of  the 
joints.  The  sulxsutaneous  fat,  which  was  abundant,  also  pre- 
sented the  same  colour. 

Heart. — The  pericardium  contained  4  oz.  of  opaque  greenish- 
yellow  fluid.  The  cavities  were  all  occupied  by  ante-mortem 
clots,  which  extended  into  all  the  vessels.  That  in  the 
right  auricle  showed  evidence  of  some  duration  in  the  shape 
of  stratification.  The  fibrous  layer  overlying  the  clot  was 
greenish  in  colour.  The  cardiac  muscle  was  pale,  and  in 
the  right  ventricle,  both  internally  and  externally,  showed  the 
mottling  of  extreme  fatty  degeneration.  A  similar  condition 
was  visible  ouly  in  the  papillary  muscles  of  the  left  ventricle, 
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the  muscular  gub»tanco  of  thig  ventriole  had  a  reddirfJ.bro^^m 
uppearance,  hut  seotionK  parallel  with  the,  surface  ahowod 
yellowi8h  umttling,  apparently  from  fatty  degeneration.  The 
valvular  structures  appeared  normal,  except  for  very  slight 
thickening  of  the  corpora  aurantii  of  the  aortic  curtains,  and 
along  the  free  margins  of  the  mitral. 

/.««//«. -The  pleural  cavities  contained  a  few  ounces  of  fluid 
The  lungs  were  not  adherent,  but  both  very  oedeinatous  at 
thoir  bases. 

Spleen.— li  was  greatly  ..olarged,  measuring  6A  in.  x  b\  in. 
X  2  in.  Its  anterior  margin  was  considerably 'notched,  and 
there  was  a  transverse  groove  across  the  convexity.  Its  sub- 
stance  was  almost  diffluent  and  of  a  chocolate  colour. 

Live,:—li  was  considerably  enlarged  and  very  pale  It 
measured  UA  in.  x  U  in.  x  3A  in.  Its  out  surface  had 
a  peculiarly  waxy-looking,  pale  yellowish-brown  colour  •  the 
central  parts  of  the  lobules  were  considerably  darker  than  the 
peripheral. 

Vterm.—The  gravid  uterus  was  removed  with  the  bladder 
and  rectum.  No  abnormaUty  was  detected,  except  a  general 
greeuish-yellow  'ol,  .,.  The  uterus  measured  10  in.  x  6j  in. 
X  5  in. 

Kidnrv.    -ji..:  )   iv-iirs  were  slightly  dilated.     There  was 
nothmg  rtl  M  V  .1, :   u  afi,.,r  of  the  kidneys  or  suprarenal  glands. 

Stoituuh  .<"'i  '.../jvr  -e,.._The  stomach  showed  no  ulceration 
The  blood-ve.6els    f  t).e  jejunum  were  engorged,  and  at  several 
points  there  were  groups  of  minute  hiemorrhages. 

Ihm  i¥anoir.-The  peripheral  part  of  the  marrow  of  the 
femur  at  its  lowest  end  was  of  a  dull  chocolate  colour,  the 
centre  maintaining  its  normal  colour.  Higher  up  the  shift  it 
was  all  transformed  into  a  diffluent  dull  red  substance. 

Ca&e  //.—Mrs.  S..  iv.-para.  aBt.  twenty-seven,  was  admitted 
to  hospital  in  an  extremely  anaemic  condition  about  the  middle 
of  the  ninth  month  of  her  fourth  pregnancy. 
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A  fortnight  after  hor  second  confinement  she  had  been 
admitted  to  the  Royal  Infirmary  suffering  from  anaemia.  There 
was  no  history  of  post-partum  haemorrhage.  She  was  dismisswi 
well  in  a  month.  Some  months  after  the  birth  of  her  third 
child  she  had  again  been  treated  in  the  Infirmary  for  the  same 
complaint.  That  time  the  haemoglobin  had  been  found  to  he 
25  per  cent,  and  the  red  corpuscles  800,000  per  cmm.  After 
a  month's  treatment  she  nad  been  dismisses!  well. 

Since  then  for  about  a  year  she  had  enjoyed  good  health, 
until  about  three  weeks  before  admission,  when  her  skin  became 
pale  and  then  yellow.  Her  breath  became  very  short  and  she 
was  unable  to  do  her  usual  household  work. 

On  admission  her  skin  was  of  the  yellow  colour  of  extreme 
aniemia,  and  the  lips  and  buccal  mucous  membrane  bloodless. 
Her  speech  was  slow  and  hesitating,  but  her  mind  seemed  quite 
clear.  There  was  marked  tremor  of  the  hands  when  she  held 
them  up.  With  the  exception  of  reduplication  of  the  second, 
and  want  of  definition  of  the  first  sound,  especially  over  the 
mitral  area,  nothing  abuorinal  was  found  in  the  heart. 

Per  vmjinam  the  foetal  head  could  l)e  felt  through  the  os, 
which  was  about  the  size  of  a  shilling.  The  fcetal  heart  sounds 
could  not  be  heard.  There  was  a  faint  haze  of  albumin  in  the 
urine,  but  no  sugar  or  casts. 

It  was  decided  that  any  attempt  to  deliver  her  would  only 
hasten  the  end,  so  beyond  free  stimulation  nothing  was  done. 
She  died  about  twenty- four  hours  after  admission.  Post-mortem 
Cajsarian  section  was  at  once  performed,  but  the  child  showed 
no  indications  of  life.  It  was  not  macerated  and  was  well 
developed. 

No  post-mortem  examination  was  allowed. 

The  rapid  termination  of  the  disease  ii.  botli  these  cases  is 
somewhat  remarkable.  In  neither  did  any  grave  symptoms 
arise,  until  within  three  weeks  of  death. 

Scurvy, — In  large  cities  like  Glasgow,  cases  of  scurvy  are 
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occasionaUy  seen,  especially  during  bad  times.  The  disease 
arises  from  improper  feeding.  It  manifests  itself  in  the  usual 
way  by  sponginess  of  the  gums,  which  bleed  profusely  when 
touched,  and  subcutaneous  hemorrhage  in  diflferent  parts  of 
the  body. 

Treatmcnt.-k  liberal  fresh  diet  is  all  that  is  necessary 
Casc.-\  multipara  was  admitted  to  the  hospital  in  labour 
at  fuU  time.  She  was  very  weak,  and  had  evidently  been  on 
starvation  diet  for  some  time.  Her  mouth  was  in  a  filthv 
condition,  the  gums  soft  and  spongy.  A  number  of  subcutaneous 
ha-inorrhages  were  found  in  both  legs.  The  labour  terminated 
naturally  and  there  was  no  post-partum  haemorrhage 

She  was  treated  with  an  antiseptic  mouth  wash  and  a  liberal 
diet,  and  in  a  few  .lays  the  scurvy  disappeared.  The  child 
showed  no  evidence  of  the  disease,  but  it  was  feeble  and  died 
III  a  day  or  two. 

Purpura  Haemorrhagica.-This  is  a  verv  rare  compli- 
cat.on  of  pregnancy,  but  when  it  does  occur  U  is  generally 
fatal.  It  niay  arise  any  time  during  the  pregnancy  or  after 
delivery.  The  foetus  is  likely  to  be  destroyed,  and  if  it  is 
born  ahve  it  may  show  the  disease.  The  pregnancv  will 
probably  be  interrupted. 

The  disease  manifests  itself  by  hemorrhages  from  the 
various  mucous  membranes  of  the  body  and  under  the  skin 
The  bleeding  may  be  so  great  as  to  cause  profound  anemia 
and  tiie  death  of  the  patient.  Post-partum  hemorrhage  is 
^ery  apt  to  occur,  and  has  proved  fatal  in  a  number  of  cases 
The  risk  of  sepsis  is  very  great.  During  the  puerperium 
metrorrhagia  may  occur  and  prove  fatal. 

Dia,„mis.-The  only  disease  it  might  be  mistaken  for  is 
jcurvy.     In  the  latter  the  history  of  improper  diet  gives  the 

fet',l'«  '"""''     '^*"'  ''  exceedingly  grave  for  both  mother  and 
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Treatment. — Arsenic  should  be  given  freely.  In  the  followiD>^ 
ease  I  used  suprarenal  tabloids,  and  although  the  patient  died 
the  purpuric  condition  certainly  improved. 

Case.  Purpura  Hamorrhatjica  atul  Pernicious  Vomitituj  of 
Pregnancy. — Mrs.  W.,  let.  nineteen, was  admitted  to  the  Glasgow- 
Maternity  Hospital  on  l*th  June,  1901,  sufifering  from  persistent 
vomiting,  which  had  first  commenced  in  January,  but  had  been 
much  more  severe  since  the  latter  end  of  May.  She  stated  that 
she  had  rejected  everything  except  a  little  water  since  about 
28th  May.  She  considered  herself  in  the  seventh  month  (if 
pregnancy.  Her  health  previous  to  this  pregnancy  had  been 
excellent.  She  had  had  two  aljortions,  one  nearly  four  years 
ago,  and  the  second  in  July,  1900.  They  had  both  been 
about  the  third  month.     She  could  give  no  cause  for  them. 

On  admission,  she  looked  collapsed,  sallow,  and  emaciated. 
Judging  from  her  rings,  her  fingers  were  much  thinner  than 
formerly.  Her  pulse  was  about  120,  regular,  and  of  fairly 
good  tension ;  temperature,  99°  F.  The  heart  sounds  were 
normal,  and  the  foetal  heart  could  be  distinctly  heai-d.  Tlie 
abdomen  was  not  much  distended.  The  fundus  was  slightly 
above  the  umbilicus.  There  was  no  oedema  of  the  legs.  The 
urine  was  very  scanty,  dark  coloured,  muddy,  with  a  peculiar 
sweetish  odour.  It  contained  distinct  trace  of  albumin,  pus 
cells,  epithelial  debris,  and  some  granular  tube-casts. 

A  sip  or  two  of  egg-flip  and  brandy  was  given,  but  it  was 
immediately  rejected.  Rectal  feeding  with  milk,  brandy  and 
beef-peptonoids  was  at  once  commenced.  The  enemata  were 
retained.  Next  day  she  was  given  10  gr.  of  oxalate  of  cerium 
and  15  gr.  of  Insmuth  subnitrate  three  times,  but  she  rejected 
the  first  two  doses.  .\s  she  was  excreting  very  little  urine, 
25  oz.  of  saline  solution  were  infused  under  the  right  breast. 
That  evenin;,  her  temperature,  which  had  been  subnormal 
since  the  day  after  admission,  rose  to  101  "4  F.,  but  fell  to 
97"8"  F.  next  morning.     On  the  evening  of  the   I8tli,  it  mse 
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to  103°  F.,  but  it  quickly  fell  to  normal  again.  By  the  19th 
she  had  improved  considerably.  The  Biokness  had  nearly 
ceased,  and  she  was  able  to  take  imperial  drink,  milk  and  lime 
water,  and  brandy  and  ice  by  thi,  mouth  and  retain  it.  The 
foetal  heart  sounds  could  not  be  heard. 

On  the  20th,  a  distinct  rash  began  to  appear  about  the 
extensor  surfaces  of  the  elbows,  hips,  and  knees.  It  quickly 
became  purpuric  and  general  in  character.  The  gums,  also, 
bef,'an  to  bleed  readily.  Haematemesis  began  on  the  evening 
of  the  21st,  and  feeding  by  the  mouth  was  stopped.  The  pulse 
became  much  weaker,  and  tremor  of  the  hands  was  noticed. 
Her  face  became  cyanosed,  and  she  appeared  to  be  drowsy. 

Dr.  Carstairs  Douglas  tested  the  coagulability  of  the  blood, 
and  found  that  the  time  was  ten  and  a  half  minutes.  This  is 
about  double  the  ordinary  time.  He  found  urobilin  in  the 
urine.  She  was  now  put  on  suprarenal  tabloids,  5  gr.,  three 
times  a  day. 

23rd  June. — Haematemesis  occurred  twice  during  the  night. 
Hypodermic  injections  of  5  min.  of  liq.  strych.  were  given  every 
six  hours. 

24th  June. — To-day  there  was  a  slight  vaginal  discharge,  and 
on  examination  the  os  was  found  partially  dilated.  Labour 
was  going  on,  but  the  patient  maintained  that  she  felt  no  pain. 
She,  however,  felt  the  vaginal  examination.  In  a  few  hours  a 
dead  foetus  was  delivered  by  the  breech. 

There  was  no  post-partum  haemorrhage,  but  as  a  preventative 
an  intra-uterine  douche  of  2  pints  of  water,  containing  30  gr. 
suprarenal  extract  to  the  pint,  was  given,  and  a  hypodermic  of 
er-^'otin  and  strychnine.  Two  pints  of  saline  solution  were 
infused  into  the  abdominal  wall.  The  pulse  was  very  feeble 
and  rapid.  The  foetus  did  not  show  any  eruption,  and  there 
were  no  haemorrhages  into  the  placenta. 

25th  June. — Vomiting  has  recurred  several  times ;  hiccough 
at  intervals ;  pulse  almost  imperceptible.     She  lies  with  half- 
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dosed  eyes,  but  when  spoken  to  says  that  she  feels  much 
better.  The  rash  has  faded  very  much.  Muscular  tremor  is 
very  marked.  Strychnine  injections  have  been  stopped,  and 
ether  used  instead.  She  died  at  10.45  p.m.  From  the  last 
hour  she  was  unconscious,  and  the  breathing  was  Cheyne- 
Stokes  in  character. 


We  were  fortunately  able  to  obtain  a  post-mortem  examina- 
tion.    Dr.  Carstairs  Douglas  reports  as  follows : — 

"  Body  fairly  nourished ;  sallow  i^nd  jaundiced  tint  of  skin. 
HUjor  mortis  gone  in  arms,  present  in  legs.  Pupils  equally 
dilated. 

"  On  reflecting  the  skin,  the  tissues  were  found  to  be  very 
dry.     Fair  amount  of  subcutaneous  fat. 

"  Thorax. — Heart  covered  all  over  anterior  aspect  with  fat : 
pericardium  normal.  Moderate  amount  of  dark  fluid  blood  in 
right  side.  Every  chamber  occupied  by  ante-mortem  firm, 
pale  clot,  extending  up  into  aorta  and  pulmonary  arterj .  Left 
lung  very  distinctly  emphysematous.  Right  lung  emphyse- 
matous in  upper  lobe,  solidified  in  lower  lobe. 

"  Abdomen. — Stomach  distended  with  gas,  and  oontaininj: 
about  10  oz.  of  black  fluid  (blood).  Mucous  membrane 
greenish-yellow  in  colour,  and  a  few  small  pinkish  spots  seen 
here  and  there.  No  ulceration.  Gullet  and  duodenum  con- 
tained similar  material,  but  no  ulcers  or  bleeding  points. 
Liver  large,  firm  and  heavy.  SUght  degree  of  nutmeg 
changes;  gall-bladder  distended.  A  subsequent  examination 
of  the  liver  and  kidneys  gave  evidence  of  a  deposit  of  iron 
similar  to  that  seen  in  pernicious  anaemia. 

"  Spleen  small ;  normal. 

"  Pancreas  small ;  normal. 

"  Left  kidney  fairly  normal ;  some  small  bluish-black  points 
in  surface  of  cortex,  and  old  haemorrhages.  Cortex  pale; 
medulla   normal.     Ijeft   suprarenal   appeared   normal,     /i /«//// 
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kidney  has  an  absoess  in  its  pelvis  containing  thick,  yeUow 
pus.  The  abscess  burrows  to  a  moderate  extent  into  the  sub- 
stance of  the  organ.     Suprarenal  appears  normal. 

"Bladder  contains  a  little  brownish  urine ;  surface  normal. 

"  Tubes  and  ovaries  healthy.  Corpus  luteum  on  the  right 
side. 

"  Utcnis  well  contracte<l ;  waU  pale  and  thick  ;  decidua 
entirely  away;  a  little  blood-clot  present." 

The  post-mortem  examination  did  not  throw  much  light  on 
the  subject  as  to  the  cause  of  the  disease.  The  small  abscess 
on  the  kidney  can  hardly  be  considered  as  a  cause. 

The  observation  on  the  coagulability  of  the  blood  is  interest- 
ins.  In  Fagge's  Medicine  it  is  stated  that  "  it  (the  blood)  has 
been  said  to  be  deficient  in  coagulating  power,  but  this  seems 
to  l,e  a  imstake  ".  In  this  case  there  certainly  was  a  marked 
.ieficiency.  Unfortunately  we  were  unable  to  make  a  second 
observation  after  the  pwient  had  been  taking  suprarenal 
extract. 

The  disease  is  one  of  the  l)lood,  and  I  do  not  think  that 
pregnancy  has  any  share  in  causing  it,  the  increased  amount  of 
fibrin  in  the  blood  should  rather  act  as  a  preventative,  and 
this  fact  probably  accounts  for  its  infrequency  in  pregnancy. 
What  part,  if  any,  the  pernicious  vomiting  played  in  causing 
the  disease  I  cannot  say,  but  it  undoubtedly  caused  the  patient's 
death,  as  the  purpuric  condition  had  improved  very  much. 

I  would  have  induced  labour  for  the  vomiting  when  she 
was  iMimitted,  if  I  had  thought  she  could  stand  the  operation. 
Rectal  feeding  was  Hrst  tried  to  see  if  we  eould  strengthen  her 
a  little,  *nd  she  undoubtedly  did  gain  strength,  but  when  the 
purpura  manifested  itself  I  felt  that  induction  would  only 
ha.sten  her  end.  The  result  proved  the  correctness  of  this  view. 
It  is  interesting  to  note  chat  no  post-partum  htemorrhage 
occurred.  This  may  have  been  due  to  the  effect  of  the  supra- 
renal extract.     The  painless  nature  of  the  labour  was  another 
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interesting  feature.  A  case  of  painless  labour  in  connection 
with  pernicious  vomiting  has  already  been  referred  to  on 
page  25. 

Haemophilia. — This  condition,  fortunately,  usually  skips  the 
females  in  a  family  of  bleeders.  It  would  be  a  very  serious 
complication  of  pregnancy,  and  especially  of  labour.  An  abor- 
tion would  be  very  likely  to  occur,  and  it  might  easily  prove 
fatal  from  hu^morrhage.  One  occasionally  meets  with  cases 
where  a  very  large  amount  of  bleeding  habitually  occurs,  after 
abortions  or  lalxiurs,  in  women  who  may  l)e  classed  as  habitual 
bleeders,  but  they  can  hardly  be  said  to  sutTer  from  true  heemo- 
philia. 

Treatment. — A  woman  suffering  from  hjemophilia  should  be 
strongly  advised  not  to  marry.  The  administration  of  supra- 
renal extract,  or  chloride  of  calcium,  would  probably  do  good. 
The  uterus  should  l)e  firmly  plugged  as  soon  as  emptied,  either 
after  an  abortion  or  full  time  labour. 


Complications  Connected  with  the  Caudio-V.\8Culak 

System. 

Varicose  Veins. — These  are  exceedingly  common,  especi- 
ally in  multiparuB.  The  veins  of  the  legs  and  thighs  are  those 
chiefly  affected,  but  the  labial  ones  may  also  show  the  condition 
in  a  marked  degree.  In  the  broad  ligaments  the  same  con- 
dition exists  in  most  cases,  and  frequency  of  htemorrhoids  has 
already  been  referred  to,  and  the  same  condition  may  exist  in 
the  bladder. 

The  legs  are  very  apt  to  become  swollen,  and  phlebitis  may 
occur.  If  by  any  chance  one  of  the  veins  should  be  injuretl, 
the  woman  may  very  easily  bleed  to  death  in  a  few  minutes, 
if  prompt  measures  be  not  taken  to  check  the  haemorrhage. 
An  injury  to  tho  vulva  may  also  give  rise  to  very  profuse 
bleeding. 
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Treatment.— The  legs  should  be  kept  bandaged  while  the 
patient  in  on  her  feet,  and  she  should  rest  as  much  as  possible. 
She  should  be  warned  to  guard  against  injury,  and  should  lie 
told  how  to  apply  pressure  if  u  vein  should  Ihj  ruptured. 

If  the  veins  beooine  inflamed,  the  patient  should  be  kept 
strictly  in  Ijed,  and  have  sedative  appUoations,  like  lead  and 
opium,  or  lielladonna,  applied  to  the  parts. 

Phlegmasia  Alba  Dolens  may  arise  during  pregnancy,  but 
it  is  more  apt  to  occur  during  the  puerperium.  It  wiU  be  dis- 
cussed when  deahng  with  the  complications  of  the  puerperium. 

Thrombosis  may  arise  when  the  veins  are  inflamed,  and  if 
a  piece  of  clot  becomes  detached  an  embolus  may  be  carried 
on  into  the  lungs.  During  the  puerperium  this  occasionally 
occurs  and  may  cause  sudden  death. 

An  embolism  or  a  hjemorrhage  in  the  brain  may  occur,  and 
cause  hemiplegia,  but  we  shall  consider  this  under  the  nervous 
system. 

Aneurism.— An  aneurism  is  a  very  serious  C(*mplication  of 
pregnancy,  especially  of  labour,  as  the  great  strain  thrown 
upon  the  circulation  would  l)e  very  apt  to  cause  rupture. 

Treatment.— The  usual  treatment  of  aneurism  would  have 
to  be  adopted,  and  when  labour  comes  on  the  patient  should 
be  delivered  artificially  as  soon  as  the  os  dilates,  so  as  to  avoid 
the  straining  during  the  second  stage. 

Heart  Disease— Under  ordinary  conditions  heart  disease 
m  any  of  its  forms  is  a  very  serious  complaint.  When  it 
occurs  in  pregnancy,  or  when,  as  is  more  usual,  pregnancy 
occurs  in  a  patient  with  old-standing  heart  disease,  the  gravity 
of  the  condition  is  very  great. 

In  pregnancy  an  extra  amount  of  work  has  to  be  done  by 
the  heart,  to  supply  the  wants  of  the  uterus.  When  the  heart 
IS  liealthy,  nature  easily  provides  for  this  by  a  certain  amount 
of  hypertrophy,  especiaUy  of  the  left  ventricle,  as  it  is  on  it 
prmcipally  that  the  extra  strain  falls.     If  the  heart  is  diseased 
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in  a  noD'pregiutnt  woman,  as  in  a  man,  nataro  tries  to  remedy 
matters  by  a  compensatory  hypertrophy,  and  the  patient  may 
go  on  fairly  comfortably  for  years,  ho  long  as  the  compensation 
is  sufficient.  If,  however,  the  woman  becomes  pregnant,  the 
extra  strain  thrown  on  her  circulation  is  very  likely  to  upset 
the  arrangement,  and  failure  of  compensation  and  its  attendant 
evils  will  follow.  The  patient  suffers  from  breathlessness, 
palpitation  and  cough.  (Edema  of  the  legs  and  body  will 
come  on.  The  lungs  will  also  become  oedematous,  and  bron- 
chitis or  congestion  follow,  so  that  the  patient  cannot  lie  down. 
She  may  put  up  considerable  quantities  of  blood  in  her  sputum. 
The  kidneys  will  also  be  aSected,  so  that  albumin  will  be  found 
in  the  urine.  Bad  symptoms  do  not  as  a  rule  manifest  them- 
selves until  after  the  fourth  month.  Previous  to  that  time  the 
strain  upon  the  circulation  has  not  been  too  great  for  the 
heart,  but  from  then  onwards  it  gradually  increases  until  it 
reaches  its  maximum  during  labour,  when  the  overworked  organ 
may  give  out  and  the  patient  die  suddenly.  In  many  oases 
the  pregnancy  ends  prematurely.  The  accumulation  of  car- 
bonic acid  in  the  blood  is  liable  to  cause  uterine  contractions. 

Diagnosis. — This  is  made  in  the  usual  way  by  the  detection 
of  the  murmurs.  The  cardiac  area  will  usually  be  increased 
and  the  position  of  the  apex  beat  displaced  outwards.  A  very 
slight  blowing  systolic  murmur  may  often  be  detected  at  the 
apex,  but  this  may  not  indicate  any  disease.  A  certain  amount 
of  dilatation'  of  the  heart  occurs  in  pregnancy,  and  this,  by 
stretching  the  valves,  may  allow  of  a  certain  amount  of  regur- 
gitation, but  it  is  of  no  consequence  as  it  will  disappear  after 
delivery.  In  uniemic  cases  soft  blowing  hsemic  murmurs 
must  not  be  taken  as  indicating  cardiac  disease,  but  on  the 
other  hand  it  must  not  be  forgotten  that  very  bad  anaemia 
sometimes  accompanies  the  disease. 

Prognosis. — It  is  a  serious  condition,  but  not  nearly  so 
hopeless    as    Macdonald  and    others    have    maintained.     The 
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greatest  rink  ariies  during  or  shortly  after  delivery,  but  this 
will  be  treated  of  later,  when  dealing  with  labour  in  oases  of 
cardiac  disease. 

Treatrntnt. — If  suftioitmt  compensation  can  be  maintained 
during  pregnancy,  the  patient  will  do  well.  To  maintain 
compensation  cardiac  tonics  are  generally  necessary,  but  one 
occasionally  sees  a  case  where  they  are  not  required.  In 
most  cases  tonics  should  be  given  during  the  latter  half  of 
pregnancy.  Strophanthus  is  a  pure  cardiac  tonic  and  is  there- 
fore  more  suitable  than  digitahs.  In  the  majority  of  cases 
one  is  called  upon  to  treat  them  when  failure  of  compensation 
has  manifested  itself.  When  the  lungs  are  involved,  carbonate 
of  ammonia,  combined  with  the  cardiac  tonic,  is  very  useful.  If 
there  is  much  dropsy  one  may  use  a  diuretic  with  the  cardiac 
tonic.  The  patient  should  be  kept  at  rest  in  bed.  If  no 
improvement  occurs,  it  may  be  necessary  to  empty  the  uterus, 
but  there  is  considerable  risk  in  doing  this,  ah  the  strain  of 
labour  may  only  hasten  the  end.  In  bad  cases  premature 
labour  is  apt  to  occur  spontaneously. 

Cane  J.  Aortic  Incompetence— Preimtiire  Laboiii-.—Un.  C, 
at>t.  forty-two,  umltipara,  came  to  me  complaining  of  cough, 
hreathlessness,  and  swelling  of  the  legs.  She  hud  had  five 
children,  one  stillborn  and  three  abortions.  After  her  first  con- 
finement, twenty. two  years  ago,  she  had  had  rheumatic  fever. 
On  examining  her  chest,  I  found  bronchial  rales  all  over 
the  lungs  and  evidence  of  oedema  at  the  bases.  There  was 
marked  pulsation  in  the  carotids.  At  the  base  of  the  heart  a 
t)lowing  diastolic  murmur  was  heard,  well  conducted  down  the 
sternum.  At  the  ajex  there  was  no  murmur  to  be  heard.  The 
apex  beat  was  displaced  outwards,  but  as  she  was  a  very 
stout  wom»in  it  was  impossible  to  make  out  the  exact  size  of 
tl'-e  heart  by  percussion.  Monsuruation  was  regular.  The 
l)ronohiti8  soon  yielded  to  treatment,  and  I  then  put  her 
uiK)n  Easton's  syrup. 
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A  ihort  time  after  Ihii,  menitruation  oeMed,  and  at  fint  she 

asoribed  this  to  the   menopause;    but,  as  morning  sicknesH 

began,  I  examined  her  and  found  that  she  was  pregnant.     I 

then  put  her  upon  strophanthus.     She  did  fairly  well  until  the 

seventh  month,  when  cedema  of  the  legs  returned,  and  breath- 

lessnesB  bettame  very  bad.     The  propriety  of  inducing  labour 

arose,  but  I  was  loath  to  do  this.     My  diificulty  was  solved 

by  premature  labour  ooming  on  of  itself.     The  labour  was 

fairly  quiok,  and  the  strain  upon  her  system  not  very  great. 

The  child  was  still-born.     There  was  a  considerable  amount 

of  post-partutn  hiBmorrhage,   but   not  excessive   for  such  a 

plethoric  woman.     She  made  a  good  recovery. 

Case  II.  Mitral  Incompetence — Oreat  (Edeina  of  the  Legu, 
Body,  and  Lungs — Labour  at  Full  Time. — The  patient  was  a 
multipara  about  forty  years  of  age.  She  had  had  heart  disease 
for  a  good  many  years,  and  several  times  had  been  very 
dropsical  When  first  seen  she  was  within  a  few  weeks  of 
full  time.  She  was  propped  up  in  bed  panting  for  breatii. 
The  legs,  body  and  face  were  very  (edematous,  and  her  lips 
were  quite  blue.  She  had  a  very  troublesome  cough,  and  was 
spitting  up  bright  blood.  Her  pulse  was  very  quick  and 
irregular.  The  heart  was  greatly  dilated.  There  was  a  loud 
systolic  murmur  at  the  apex,  conducted  round  into  the  back. 
The  lungs  showed  evidence  of  extreme  engorgement. 

Her  condition  seemed  very  critical,  but  after  a  few  days 
treatment  with  digitalis,  carbonate  of  ammonia  and  senega 
she  improved  very  much  and  could  lie  down.  She  went  to 
full  time.  One  night  she  got  out  of  bed  to  get  a  drink  of 
water,  and  while  crossing  the  floor  the  child  was  suddeulj 
expelled  by  a  single  pain.  The  cord  broke  a  few  inches  from 
the  umbilicus.  The  child  was  alive  and  showed  no  evidence  of 
injury.  The  patient  was  at  once  put  back  to  bed  and  the 
placenta  came  away  naturally.  She  made  a  good  recovery. 
The  child  developed  congenital  syphilis  and  died  in  a  few  weeks. 
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Twioo  aftc-wards  I  treatwi  this  woman  for  failure  of  oom- 
penHation,  but  nhe  wan  never  a^ain  pre^n^^t.  Sh«  (liml  aliout 
four  years  aftiT  the  oontinument,  but  not  unilj-r  my  care. 

Cane  III.  MUnU  Shnua'm—LulMmi-  nf  Full  Titnf.—Mrn. 
MoA.,  ageil  thirty-five,  conHuItwl  me  in  1891  to  nee  if  thero  was 
imythiuK  wron^  with  her  to  prevent  her  l>econ>ing  pregnant. 
Hhe  had  \teen  marrieii  somu  years,  aiul  wan  very  njuch  dinap- 
IKjinted  that  she  had  not  had  a  child.  Hhe  had  had  rheumatic 
fever  three  times,  and  on  examining  her  heart  a  very  loud, 
rough  presystolic  murmur  was  heard  iit  the  ajHsx.  The  thrill 
could  l)e  distinctly  felt.  Her  pelvic  organs  appeared  ♦o  l)e 
normal.  I  told  her  that  she  ought  to  !«•  thankful  that  she  had 
never  been  pregnant,  and  that  for  her  sake  I  ho|)e«l  she  never 
would  become  so. 

About  a  month  later  she  had  a  very  Iwd  attock  of  breath- 
It'Hsness,  and  began  to  cough  up  blooil.  1  f.nunl  her  propped 
up  in  bed.  Her  lips  wore  very  blue.  The  base  of  both  lungs 
showed  marked  cedema,  und  as  her  temixjrature  was  up  I  was 
iifraid  it  would  end  in  a  double  pneumonia.  Mustard  poultices 
were  applied,  and  she  was  put  on  large  doses  of  carbonate  of 
iunraonia  and  digitalis.  Hlie  was  much  relieved  'i  a  few  houi-s, 
and  made  a  good  recovery. 

A  lew  months  later  she  came  to  tell  me  that  menstruation 
had  ceased  for  two  periods.  She  said  she  had  no  sickness,  and 
was  feeling  perfectly  well.  She  had  had  one  or  two  attacks  of 
I)reathle88nes8  since  her  illness,  but  had  taken  some  digitalis 
und  ammonia,  which  had  (|uickly  freed  her  from  this  symptom. 
I  found  she  was  pregnant,  and,  although  I  had  told  her  of  the 
«it'iit  risk  slie  ran,  she  was  quite  pleased  at  the  prospects  of 
luiving  a  child.  I  jvdvised  her  to  take  strophanthus  in  tabloid 
lonn— 2  min.  three  times  daily  duri:  the  whole  pregnancy. 
She  went  to  full  time  without  a  day's  sickness,  and  said  that 
-Ih>  had  never  enjoyed  better  health.  Only  once  or  twice  did 
slu!  have  any  bn'athlessness. 
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When  labour  set  in  I  gave  her  a  large  dose  of  strophanthus. 
In  about  six  hours  from  the  onset  of  labour,  when  the  os 
was  nearly  fully  dilated,  her  breathing  began  to  be  embarrassed, 
and  her  lips  became  blue.  I  had  sent  for  assistance,  but  her 
condition  became  so  bad  that  I  took  the  risk  of  giving  her 
chloroform  alone,  and  applying  the  forceps  after  fully  dilating 
the  cervix.  The  child  was  aHve.  After  the  placenta  came 
away  she  bled  freely,  and  I  allowed  her  to  do  so.  The  pulse, 
which  had  been  56  before  delivery,  rose  to  112.  An  hour 
after  delivery  I  gave  her  5  min.  of  strophanthus,  and  during 
the  night  she  had  4  min.  every  three  hours.  She  made  an 
excellent  recovery.  The  cardiac  tonic  was  continued  during  the 
puerperium. 

Case  IV.  Mitral  Stenosis — Labour  at  Full  Time. — Mrs. 
B.,  aet.  twenty-four,  ii.-para,  was  admitted  to  the  Glasgow 
Maternity  Hospital,  on  13th  March,  1899,  complaining  of  cough, 
breathlessness,  and  swelling  of  the  legs  and  feet  of  six  weeks' 
duration. 

Three  years  ago,  prior  to  marriage,  the  patient  was  in  the 
Royal  Infirmary  of  Glasgow,  under  treatment  for  an  attack  of 
acute  rheumatism.  She  was  married  two  years  ago,  and  one 
year  ago  she  had  her  first  child.  Whilst  she  was  carrying  the 
first  child,  she  suffered  a  good  deal  from  swelling  of  the  feet, 
breathlessness  and  cough,  but  not  to  such  a  marked  extent 
as  on  the  present  occasion.  The  patient  stated  that  for  the 
last  six  weeks  she  had  been  quite  unable  to  lie  down  at  night 
on  account  of  her  breathlessness.  She  calculated  that  she 
was  about  seven  and  a  half  or  eight  months  pregnant. 

Coi^itimi  on  Admission. — Patient  was  pale  and  anaemic 
looking.  There  was  well-marked  oedema  of  the  lower  limbs— 
more  marked  on  the  right  side — also  over  the  sacrum.  There 
was  no  swelling  or  oedema  of  the  face. 

There  was  a  troublesome  cough  and  marked  dyspnoea,  wit 
a  tendency  to  cyanosis,  but  no  spitting  of  blood.     Examinatio. 
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of  the  lungs  showed  impairment  of  resonance  at  both  bases, 
together  with  weakened  respiratory  murmur  and  a  few  fine 
rales.     There  was  nothing  at  the  apices. 

Heart. — Marked  impulse  just  within  the  nipple-line.  On 
palpation  a  well-marked  presystolic  thrill  could  be  felt.  On 
percussion  the  area  of  cardiac  dulness  extended  on  the  left 
to  3  inches  to  the  left  of  the  midsternal  line,  on  the  right  to 
the  midsternal  line,  and  above  to  the  lower  border  of  the  third 
costal  cartilage.  On  auscultation  a  well-marked  presystolic 
murmur,  followed  by  a  very  rough  first  sound,  could  be  heard. 
Over  the  pulmonary  area  there  was  well-marked  reduplication 
of  the  second  sound. 

The  foetal  heart-sounds  were  audible.  During  her  stay  in 
hospital  we  frequently  failed  to  hear  the  foetal  heart-sounds  for 
days  at  a  time,  and  yet  the  child  was  alive. 

The  patient's  urine  contained  a  trace  of  albumin. 

She  was  put  upon  tr.  strophanthus  (10  min.),  cafiiein 
citrate  (2  gr.),  and  pot.  iodi.  (5  gr.)  every  four  hours.  In  a  few- 
days  the  swelling  of  the  limbs  and  trunk  had  disappeared,  the 
cough  and  breathlessness  were  gone,  and  the  patient  could  lie 
down.  The  albumin  had  disappeared  from  the  urine.  She 
remained  well  until  23rd  April,  when  labour  set  in.  The  os 
dilated  rapidly,  and  as  soon  as  the  first  stage  was  completed 
chloroform  was  given,  and  delivery  effected  by  foroeps.  There 
was  no  post-partum  haemorrhage.  She  made  an  unmterrupted 
recovery.     The  child,  a  female,  was  alive. 

Case  V.  Mitral  Stenosis  and  Incovipetejice  —  Induction  of 
Abortion  at  the  End  of  the  Third  Month. — Mrs  C,  a  multipara, 
had  suffered  from  heart  disease  for  a  number  of  years.  She 
had  had  repeated  attacks  of  breathlessness,  palpitation,  etc., 
and  at  her  last  full-time  confinement  had  very  nearly  died. 
Dr.  Carstairs  Douglas,  who  had  attended  her,  was  of  th:;  opinion 
that  she  could  not  stand  the  strain  of  another  labour,  and  he 
had  induced  an  al)ortion  at  the  third  month  about  two  years 
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ago.     Dr.  Taylor,  of  Skelmorlie,  sent  her  to  me  for  induction 
of  an  abortion. 

She  was  three  months  pregnant.  Her  heart  was  consider- 
ably dilated  and  irregular,  and  quick  in  its  action.  At  the  apex 
a  presystolic  and  a  systolic  murmur  were  heard.  Considering 
her  past  history,  I  agreed  that  an  induction  of  an  abortion  wae 
the  best  treatment. 

The  patient  was  prepared  for  the  operation  by  the  adminis- 
tration of  a  purgative.     On  the  following  day,  after  thoroughly 
cleansing  the  external  genitals  and  douching  the  vagina  with 
lysol  solution,  I  passed  a  sterilised  sound,  and  moved  it  about 
freely  in  the  uterus.     Two  days  later  uterine  action  began. 
About  midday  the  patient  was  seized    with  a  very    violent 
rigor,  which  lasted  for  fully  five  minutes.     Her  temperature 
rose  to  105°  F.,  and  her  pulse  became  so  rapid  that  ^t  could  not 
1)6  counted.     I  at  once  stimulated  her  freely,  and  gave    her 
10  gr.  of  quinine.     She  had  several  very  severe  rigors   in  a 
short  time,  and  then  the  uterus  emptied  itself.     Everything 
came   away,    and   seemed  perfectly  fresh.     I  gave  an  intra- 
uterine douche.     The  stimulation  was  continued,  and,  in  addi- 
tion, a  large  dose  of  calomel  was  administered.       .uere  were 
one  or  two  rigors  after  the  uterus  was  emptied,  and  the  tem- 
perature remained  at  105°  F.  until  the  bowels  moved,  about 
four  hours  later.     She  passed  a  very  large  quantity  of  horribly 
offensive   faeces.      The  stench  was  so  overpowering  that  the 
nurse   had  to  open  all  the  windows  and  doors.     In  a  short 
time  the  temperature  fell,  and  in  twelve  hours  it  was  normal. 
It  never  rose  again,  and  she  made  a  good  recovery.     She  has 
since  died  from  heart  disease. 

The  rigors  and  high  temperature  puzzled  me  at  the  time.     I 
had  taken  every  precaution  against  sepsis,  but  if  she  had  died  be- 
fore the  bowels  moved  I  would  never  have  been  able  to  get  rid 
of  the  feeling  that  in  some  way  or  other  I  had  infected  her. 
It  was  clearly  a  case  of  auto-infection  from  the  contents  of 
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the  bowels.  I  have  occasionally  seen  oases  of  this  during  the 
puerperium,  but  never  such  an  alarming  one.  The  purgative 
given  before  the  operation  had  caused  a  motion,  but  had  not 
cleared  the  bowels.  The  curious  thing  was  that  the  patient 
denied  that  she  had  baen  specially  constipated. 

Case  VI.  Mitral  ami  Tricuspid  Incompetence — Labour  at 
Full  Time. — Mx*s.  McM.,  aged  twenty-seven,  iv.-para,  was  sent 
into  the  Glasgow  Maternity  Hospital  i)y  Dr.  Geo.  Turner. 
There  was  extensive  oedema  of  the  legs  and  especially  of  the 
vulva.  There  was  also  some  swelling  of  the  face.  Both  lungs 
showed  evidence  of  cedema  at  the  bases  behind.  A  soft 
systolic  murmur  was  audible  in  the  mitral  area,  and  a  sharper, 
high-toned  one  in  the  tricuspid  area,  also  systolic.  The  position 
of  the  apex  beat  could  not  be  made  out,  neither  could  the  exact 
size  of  the  heart  be  determined,  as  the  lungs  were  evidently 
emphysematous.  Bronchitic  rules  were  iieard  all  over  the 
chest.     The  urine  contained  a  trace  of  albumin. 

The  patient  was  markedly  anaemic.  She  stated  that  she 
had  been  breathless  for  a  considerable  time,  and  that  the  legs 
had  been  swollen  for  a  few  weeks.  The  swelling  of  the  vulva 
had  only  come  on  within  the  last  few  days.  She  considered 
that  her  labour  was  due  in  a  few  days.  The  labia  were  punc- 
tured and  allowed  to  drain  into  sterilised  dressings,  and  tr. 
strophanthus,  10  min.,  and  am.  carbonate,  u  gr.,  given  every 
four  hours. 

She  improved  coasidevably  and  four  days  later  labom-  came 
on.  The  first  stage  lasted  about  four  hours.  At  the  end  of  it 
she  began  to  show  cardiac  embarrassment.  The  pulse  became 
weak  and  irregular.  She  was  given  a  hypodermic  injection  of 
digitalin  and  strychnine.  Chloroform  was  adminis  ered  by  Dr. 
F  ■  rose,  and  Dr.  McClure  delivered  her  with  forceps.  The 
ti...a  was  alive.  The  uterus  relaxed,  and  a  gush  of  blood  was 
allowed  to  escape.  The  uterus  was  then  firmly  gi-asped,  and 
the  placenta  expelled.     As  the  patient  was  very  antemic,  it  was 
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not  considered  advisable  to  allow  any  more  bleeding,  so  she 
was  given  a  hypodermic  of  ergotin  and  a  hot  intra-uterine  douche. 
Four  hours  after  delivery  the  pulse  was  very  feeble  and  began 
to  run.  One  pint  of  normal  saliii  solution  was  run  into  the 
tissues  beneath  the  right  breast.  The  pulse  became  stronger 
after  this.  Digitalin  and  strychnine  injections  were  given  every 
six  hours  and  3  dr.  of  whisky  every  two  hours.  Twelve 
hours  after  delivery  she  had  rallied  sufficiently  1  o  be  moved 
into  the  ward. 

She  did  very  well  until  the  fifth  day  of  the  puerperium,  when 
her  temperature  rose  to  104"4°  F.  and  h^r  pulse  to  140.  She 
was  given  an  intra-uterine  douche,  and  digitalin  and  strychnine 
hypodermically.  The  temperature  fell  to  99'2''  F.  next  day. 
After  that  it  remained  irregularly  febrile,  and  her  pulse  at 
times  was  very  feeble  and  quick.  The  ansEjm.a  seemed  to  be 
progressing,  so  as  soon  as  her  stomach  would  stand  it  she  was 
given  peptonated  iron,  in  addition  to  her  cardiac  tonic  and 
stimulant.  We  also  gave  her  a  large  saline  injection  into  the 
abdominal  wall.  By  the  eighteenth  day  of  the  puerperium  she 
was  improving.  Ine  temperature  was  still  slightly  raised.  In 
spite  of  all  we  could  say  or  do,  the  husband  insisted  on  taking 
her  home.  I  saw  her  about  ten  days  after  she  left  the  hospital. 
She  was  still  very  anaBmic,  but  had  improved  somewhat,  in 
spite  of  the  fact  that  she  was  Ijring  in  a  sunk  apartment,  where 
artificial  light  was  necessary  in  the  middle  of  the  dpy. 

The  febrile  condition  was  undoubtedly  due  to  supraemia  in 
part,  but  I  think  the  anaemia  also  contributed  towards  it.  She 
had  very  bad  ulcerating  piles,  and  I  have  no  doubt  that  in- 
fection spread  from  them  to  the  vagina.  The  condition  bordered 
very  closely  on,  if  it  was  not  actually  one  of,  pernicious  anaemia. 

Case  VII.  Mitral  Stetiosis  ami  Incompetence  along  with  Aortic 
Stenosis — Labour  at  Full  Time. — Mrs.  B.,  aet.  thirty-two,  viii.- 
para.  This  patient  had  never  had  rheumatic  fever,  but  for  some 
years  she  had  been  troubled  with  breathlessness  and  palpitation, 
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egpeoiaUy  during  her  pregnancies.  Her  seventh  pregnancy  had 
ended  in  an  abortion  at  the  end  of  the  third  month.  I  first  saw 
hor  when  the  abortion  v  as  partially  completed.  She  was  very 
.11  but  recovered.  About  the  sixth  month  in  the  eighth  preg- 
nancy  she  came  for  treatment,  as  breathlessness.  palpitation 
and  cough  were  becoming  very  troublesome. 

The  apex  beat  of  the  heart  was  displaced  quite  an  inch  out- 
side  of  the  nipple  line  and  a  distinct  thrill  could  be  felt  There 
was  distinct  pulsation  in  the  suprasternal  notch.  At  the  apex 
a  rough  presystolic,  followed  by  a  systolic,  murmur  was  heard 
The  systolic  portion  of  it  could  be  heard  round  towards  the 
back.  Over  the  aortic  cartilage  a  systolic  murmur  could  be 
heard,  extending  up  into  the  neck.  Bronchial  rales  were 
apparent  all   over  both  lungs.     Compensation  had  evidently 

The  patient  was  at  once  put  upon  large  doses  of  strophan- 
thus,  carbonate  of  ammonia,  and  senega.  The  heart  quickly 
responded  to  this  and  the  lung  condition  cleared  up.  She  went 
to  full  time  and  the  labour  ended  naturally. 

These  cases  are  sufficient  to  illustrate  the  condition  during 
pregnancy,  but  I  shall  give  notes  of  a  few  more  when  dealing 
with  the  disease  as  a  complication  of  labour.  As  regards 
terminating  the  pregnancy  in  bad  cases,  I  telieve  the  best 
time  to  do  that  is  before  mid-term,  I.e.,  before  the  time  when 
tlie  strain  will  begin  to  tell  on  the  damaged  heart.  When 
one  18  called  to  deal  with  a  case  in  the  later  months,  and  the 
heart  does  not  respond  to  the  cardiac  tonics,  then  one  would  be 
justified  in  inducing  labour,  if  the  condition  of  the  patient  wore 
serious.  The  risk,  however,  is  considerable,  as  the  strain  may 
1)6  too  great  for  the  enfeebled  organ. 

Heart  Disease  and  Marriage.~If  a  woman  has  heart 
disease  should  she  marry?  How  are  we  ^o  answer  such  a 
.luestion?  Punch's  famous  advice  is  perh  .  the  best,  but  it 
IS  u  httle  too  sweeping.     If,  however,  the  woman  has  suftered 
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from  failure  of  compensation  at  any  time,  no  matter  what  the 
lesion  is,  or  if  the  lesion  is  a  mitral  stenosis,  aortic  incom- 
petence, or  incompetence  and  stenosis  combined,  the  answer 
should  be  decidedly  negative.  The  advice  will  probably  not 
be  followed,  but,  all  the  same,  it  should  be  given. 


CHAPTER  VI. 

COMPLICATIONS  OP  PREGNANCY  {Continiierl). 

DiHeane.  of    the  Respiratory  Organs- Bronchitis -Pneumonia -Em- 
physema -  Asthma-  Phthisis    Pulmonalis-  Pleurisy-  H«moptysi._. 

Embolism. 

Diseases  of  the  Respiratory  Organs. 
Bronchitis  and  bronchial  catarrh  are  common  in  pregnancy, 
and,  as  a  rule,  do  not  influence  the  condition,  unless  the  cough- 
ing is  so  severe  as  to  cause  an  abortion  in  the  early  months,  or 
accidental  hemorrhage  in  the  later.  Some  patients  are  troubled 
with  excessive  coughing  and  no  evidence  of  bronchial  irritation 
can  be  found.  The  origin  is  a  nervous  one,  and  nervine  seda- 
lives  sv'ill  be  required  to  check  it. 

Pneumonia.— This  may  occur  at  any  time  during  pregnancy. 
Its  symptoms  are  much  aggravated  by  the  pregnancy  and  in 
many  cases  the  foetus  will  be  prematurely  expelled.  The  mor- 
tality is  much  higher  than  among  the  non-pregnant.  When 
asf^-ciated  with  influenza  it  is  almost  sure  to  prove  fatal. 

•lit  should  be  on  the  same  lines  as  in  ordinary  cases. 

'"  ore  than  once  seen  labour  occur  near  the  crisis  and 

oUt  make  a  good  recovery. 

Case.  Mitral  Incompetence— Pleuro-Pneumonia  and  Sciatica 
-Premature  Laboitr.—Urs.  B.,  aged  twenty-nine,  iv.-para, 
seven  months  pregnant.  Two  of  the  former  childi-en  had  been 
stillborn,  and  the  last  one  had  only  lived  a  fortnight.  At  the 
second  confinement  the  placenta  had  been  very  adherent. 
There  was  evidence  of  syphilis,  and  the  woman  was  a  heavy 
drinker, 
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I  found  her  Huffering  from  Hovere  pain  in  the  right  side, 
shortnesg  of  breath,  and  oough.  She  also  complained  of 
intense  pain  along  the  left  soiatio  nerve.  Her  temperature 
was  103-4°  F.,  and  the  pulse  130.  The  lower  lobe  of  the  right 
lung  was  becoming  consolidated,  and  there  was  also  evidence 
of  friction.  The  left  lung  wan  free.  There  wan  a  very  loud 
systolic  murmur  at  the  apex  of  the  heart.  It  was  well  con- 
ducted to  the  back  of  the  chest.  The  apex  beat  wm  displaced 
outwards.  The  patient  had  been  very  ill  for  two  days.  The 
child  was  alive.  Mustard  poultices  were  applied  to  the  side, 
and  she  was  put  on  carbonate  of  ammonia,  iodide  of  potash, 
digitalis  and  senega.  Next  day  the  sciatica  was  so  bad  I 
had  to  give  her  Dover's  powder,  12  gr.  every  four  hours.  On 
the  sixth  day  of  the  illness  I  saw  her  about  10  a.m.  There 
was  then  no  evidence  of  labour  ;  but  in  about  two  hours  it 
commenced,  and  the  foetus  was  expelled  by  the  breech  in 
about  half  an  h«.ur.  The  nurse  who  attended  her,  found  the 
body  born  when  she  reached  the  house.  There  was  no  sign 
of  life  in  the  child,  and  no  indications  of  asphyxia.  The 
placenta  came  away  in  about  half  an  hour,  uut  neither  it  nor 
the  membranes  were  satisfactory,  so  I  passed  my  hand  into 
the  uterus  and  cleared  out  some  bits  of  placenta  and  membrane. 
The  placenta  had  apparently  been  separated  by  u  clot,  which 
had  burst  it.  There  had  been  a  fair  amount  of  bleeding,  but 
no  active  post-partum  haemorrhage.  The  pulse  was  ''bier, 
but  did  not  show  evidence  of  collapse.  She  was  given  a  large 
dose  of  digitalis,  and  whisky  freely.  The  temperature  was  103°  F. 
Two  days  later  the  crisis  occurred,  and  the  lung  quickly  cleared 
up.     The  sciatica  did  not  trouble  her  much  after  delivery. 

Emphysema. — The  condition  is  aggravated  by  pregnancy. 
An  abortion  may  occur.  A  subcutaneous  emphysema  occa- 
sionally occurs  during  labour.  The  severe  straining  ruptures 
A  superficial  air  vesicle  at  the  apex  of  the  lung,  and  the  air 
forces  its  way  through  the  tissues  and  causes  a  puffy  swelling,' 


COM  PLICA  TIONS  OF  PRKONA  NC  Y.  «, 

in  the  n«)k  and  upper  part  of  the  chest.     It  will  craoklo  under 
pressure.     It  quickly  subsides  after  labour  is  over. 

Treattnent.—Qiye  the  usual  remedies. 

Asthma—Pregnanoy  is  liable  to  agKravatt,  asthmatic  attacks 
Oooasionally  patients  ar«  met  with  who  sutfor  fron,  asth.na  only 
when  pregnant,  a.,.!  the  disease  .lisapp«ars  when  the  gestation 
IS  over. 

Treatm^,t.-The  usual  remedies  should  l)e  tried,  and  if  they 
fa.1  the  patient  shoul.i  )  ave  a  complete  chauKe  of  air  and  scene 
Phthisis   Pulmonalis-The   inriuence  of  pregnancy  upon 
phth.818  pulmonahs  is  extremely  bad.     Among  the  laity  it  is 
generally  supposed   that  pregnancy   will   benefit  a   phthisical 
patient,  but  this  is  a  mistake.     Not  only  will  it  aggravate  the 
disease,  but  it  may  bring  on  an  attack  in  a  patient  who  has  a 
l)red.spo8ition  to  tuberculous  .liseas.,.       The  gestation   may  be 
interrupted.     In  one  of  my  cases  premature  lalxjur  was  brought 
on  by  the  excessive  coughing  causing  separation  of  the  placenta 
and  accidental  htemorrhage.     If  the  patient  goes  to  full  term 
she  may  be  so  exhausted  as  not  to  be  able  to  stand  the  strain 
of  labour,   but  in  most  cases  labour  will  not  be  very  severe 
as  the  ch.ld  will  be  puny  and  the  emaciation  will  have 'lessened 
the  resistance  of  the  soft  parts  in  the  pelvis.     Artificial  delivery 
may  be  necessary  if  inertia  uteri  comes  on.  and  it  should  be 
done  early  to  save  exhaustion,  but  in  tlie  majority  of  cases  I 
have  seen.     '>«  labour  was  easy.     After  delivery  the  disease 
will  prog.        rapidly,  and  prove  fatal  in  most  cases  within  a 
few  weeks,  or  at  most  months.     The  child  will  be  puny  if  born 
alive,  and  it  will  probably  die  within  a  few  weeks 

Pro,jmsu.~J{  there  is  distinct  indication  of  tu^x.rcuIar 
umchief  m  the  lungs,  although  it  may  not  be  very  advanced 
the  outlook  is  exceedingly  bad.  If  one  be  asked  for  an 
opimon  regarding  the  marriage  of  a  woman  with  a  strong 
predisposition  to  -hthisis,  a  decidedly  negative  opinion  should 
be  given. 


M 


CUNtCAL  OBSTBTKiCS. 


Case  I. — A  pfttient,  who  IumI  hftd  one  ohild  about  a  year 
previously,  consulted  me  regarding  a  cough.  I  found  thers  was 
distinct  evidence  of  tube:*oular  infeotioti  of  the  apices  of  the 
lungH.  She  had  not  menstruated  for  a  few  weeks,  and  at  first 
I  thought  the  ameuorrhcea  was  duo  to  the  luag  condition,  ait 
she  did  not  exhihit  any  other  signn  or  symptoms  of  pregnancy, 
hut  in  a  short  time,  on  examination,  I  found  she  was  pregnant. 
The  disease  advanced  rapidly  and  emaciation  became  extreme. 
As  her  first  lal)our  had  >)een  an  exceedingly  difficult  forceps 
one,  I  was  afraid  she  might  have  difficulty  again,  but  to  my 
surprise  the  ohild  was  born  before  my  arrival,  although  I  had 
been  called  as  S(X)n  as  the  pains  commenced.  It  was  small 
and  puny.  The  patient  wont  down  hill  very  rapidly  after 
delivery,  and  died  in  h\\  weeks.  The  child  also  died  about  two 
weeks  after  the  mother. 

CuHC  II. — A  very  un*mic,  tubercular  primipara  consulted 
me  regarding  >i  slight  cough  and  breathlessness  when  she  was 
about  six  months  pregnant.  I  found  that  her  lungs  were 
quite  clear  in  front,  but  that  she  had  rather  an  extensive 
pleuritic  etfusion  at  the  base  of  the  right  lung  behind,  extend- 
ing up  to  the  spine  of  the  scapula.  She  had  never  felt  any 
acute  pain. 

Under  treatment  the  etfusion  subsided,  but  she  remained 
very  weak.  She  went  to  full  time.  The  lalwur  proved  a 
difficult  one,  as  the  head  presented  occipito-posteriorly,  and  I 
hatl  to  delivei  her  with  forceps  under  fjhloroform.  There  was 
some  post-partuni  huimorrhage,  which  in  aii  ordinary  case 
wov.ld  not  have  had  any  bad  effect,  but  in  such  an  ansBmic 
woman  was  very  serious.  I  at  once  plugged  the  uterus,  and 
gave  her  a  large  saline  injection  into  the  alidoininal  wall  and  a 
hypodermic  of  sirv^  nine.  For  a  time  the  pulse  was  (juite 
imperceptible  .it  tiic  wrist,  but  it  gradually  returned.  The 
puerperium  was  uneventful,  but  the  cough  became  troublesome 
and  I  then  detected  crepitations  at  the  left  apex.     There  had 
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been  none  there  before  the  Ubour.  From  that  time  onwardt 
the  disease  gradually  advanced,  and  proved  fatal  about  three 
months  after  delivery.  The  pleurisy,  uh  1  Kuspected.  Im.l  Ih.,,, 
a  tubercular  one,  but  active  disea  •  in  tht-  lungs  thoinnelves 
had  not  manifested  itself  until  uuer  delivery.  Thi»  wuh  a 
case  in  which  there  was  a  strong  tuUrcular  tendency,  but  it 
is  probable  that  if  the  woman  had  not  l)ecorae  prognunt,  she 
might  have  gone  on  for  years  without  any  nmnifestation  of 
the  disease.  I  might  quote  a  series  of  oases,  but  theno  are 
sufficient  to  show  the  risk  a  tuberculous  wonuvn  runs  when 
she  l)eoomes  pregnant. 

Pleuri»y.— This  disease  is  not  influenced  by,  nor  does  it  as 
11  rule  affect,  the  pregnancy.  It  may  l)e  tubercular  und  theu, 
as  in  the  case  just  cited,  the  result  will  \m  disastrous  from 
extension  of  the    li    nse  to  the  lungs. 

Haemoptysis.— This  may  occur  in  phthisical  cases,  but  it 
may  «l80  be  seen  when  there  is  no  actual  lunj  lesion.  It  is 
said  to  be  due  to  a  "  cardiac  nerve-storm  "  in^highly  neurotic 
women.  It  is  also  seen  in  cases  of  cardiac  disease  when  com- 
pensation has  failed. 

Treatment.—In  nervous  cases  bromides  and  chloral  should 
»)e  given,  and  in  cardiac  cases  stropiumtiius  or  digitalis,  car- 
l)onate  of  aumioijia  and  senega. 

Embolism  of  the  Lung.— This  may  occur  dv  ig  pregnancy, 
but  it  is  much  more  common  during  the  piifvperium.  It  may 
cause  sudden  death  (see  cases,  pages  50  .,  50H;. 

Effect  of  Preonancv  upon  the  Nehvois  Systkm. 

Pregnancy  undoubtedly  throws  a  seve.e  strain  upon  the  ner- 
vous system  of  most  women.  Irritabihty  is  often  exhibited, 
and  in  many  cases  there  is  a  tendency  to  hysteria.  Many 
patients  suffer  from  insomnia.  The  temperament  of  the 
wcnan  may  be  entirely  changed,  in  most  cases  for  the  worse, 
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i.e.,  a  quiet  disposition  may  be  changed  into  a  very  irritable 
one.  On  the  other  hand,  the  very  opposite  sometimes  happens, 
and  a  very  irritable,  cantankerous  disposition  changes  to  a  mild 
and  placid  one.  As  a  rule,  however,  a  nervous,  excitable 
woman  will  be  more  nervous  and  excitable  than  ever  during 
pregnancy. 

The  organs  of  special  senses  are  sometimes  affected.  There 
may  be  failure  of  vision,  but  this  is  most  frequently  associated 
with  albuminuria.  Disturbance  of  hearing  is  rare,  but  deaf 
people,  as  a  rule,  are  worse  during  pregnancy.  The  sense  of 
smell  may  also  be  affected. 


CHAPTER  VII. 
COMPLICATIONS  OF  PREGNANCY  (Cmitinued). 

Diseases  of  the  Nervous  System :  Neuralgia— Paralysis— Chorea— Epilepsy 

— Hysteria — Insanity. 
Diseases  of  the  Integumentary  System:   Urticaria— Impetigo  Hyperti- 

formis— Herpes— Pruritis— Diseases  of  the  Finger  Nails. 

Diseases  of  the  Nervous  System. 

Neuralgia.  —  Obstinate  neuralgias  are  sometimes  seen. 
Neuralgia  connected  with  the  teeth  has  already  been  referred 
to,  but  nei-ves  in  other  parts  of  the  body  may  be  affected,  e.y., 
the  intercostals.  Sciatica  may  occur  from  pressure  upon  the 
nerves,  and  the  anterior  crural  nerves  may  be  affected  in  the 
same  way.  Severe  headache  may  be  neuralgic,  but  one  must 
never  lose  sight  of  the  fact  that  the  cause  may  be  found  in 
the  kidneys.  In  all  cases  of  headache  the  urine  should  be 
examined.  Pain  in  the  breasts  is  very  frequently  complained 
of.  The  intimate  connection  between  the  breasts  and  the 
uterus  has  already  been  referred  to. 

Treatment.— Where  possible,  apply  local  sedatives  in  the 
form  of  liniments,  but  chloral,  bromides  and  other  nerve  seda- 
tives will  generally  be  called  for.  For  sciatica  the  patient 
must  rest  in  bed  and  keep  tlie  bowels  free  to  relieve  pressure. 
When  the  anterior  crural  nerves  are  affected,  a  well-fitting 
abdominal  belt  will  usually  relieve  the  pressure.  In  cases  of 
headache,  if  albumin  be  found  in  the  urine,  treatment  appro- 
priate to  that  condition  must  be  adopted. 
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Paralysis — Most  forms  of  paralysis  have  been  observed  in 
connection  with  pregnancy.  They  may  have  been  present 
before  the  pregnancy  or  may  occur  during  its  continuance. 
When  paralysis  occurs  during  pregnancy  in  the  majority  of 
cases  albumin  will  be  found  in  the  urine.  In  these  cases  as 
a  rule  recovery  will  take  place  shortly  after  delivery.  There 
are  other  cases,  however,  unconnected  with  albuminuria.  These 
may  be  due  to  haemorrhage  or  an  embolism  causing  hemi- 
plegia, but  occasionally  cases  are  met  with  where  the  condition 
is  functional.  Sometimes  partial  paralysis  of  one  or  both  legs 
is  caused  by  pressure  upon  the  pelvic  nerves. 

Treatment. — This  must  be  guided  by  the  cause.  If  there 
be  albumin  in  the  urine  the  sooner  the  uterus  is  emptied  the 
better  for  the  patient.  The  other  forms  should  be  treated  on 
general  principles  and  be  allowed  to  go  to  full  time.  The 
condition  will  not  adversely  afifect  the  pregnancy.  The  labour 
will  not  be  hindered  by  the  condition.  In  cases  of  paraplegia 
it  is  usually  easy.  After  delivery  rapid  improvement  occurs 
in  many  cases. 

Case  I.  Paraplegia. — I  was  asked  by  a  mission  nurse  to 
see  a  woman  who  was  threatened  with  a  miscarriage  about 
the  fifth  month  of  her  pregnancy.  I  found  she  was  a  multi- 
para and  that  she  had  suffered  from  paraplegia  for  some  time 
prior  to  conception.  The  cause  of  the  paralysis  I  was  unable 
to  ascertain.  The  miscarriage  was  prevented,  and  she  went  to 
full  time  and  gave  birth  to  a  live  child  and  a  dead  fifth  month 
one.  The  death  of  one  foetus  had  evidently  occurred  at  the 
time  of  the  threatened  miscarriage.  Her  labour  was  very  easy. 
There  was  no  improvement  in  the  paraplegia  as  it  was  in  no 
way  connected  with  the  pregnancy. 

Case  II.  Hemiplegia. — Mrs.  G.,  x.-para,  aet.  forty,  supposed 
to  be  at  full  time,  was  sent  into  hospital  as  a  case  of  eclampsia. 
She  had  been  under  treatment  for  six  days,  but  we,  unfortu- 
nately, received  no  history  from  her  medical  attendant  and 
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had  to  rely  on  statements  made  by  her  neighbom-.     Six  days 
previous  to  admission,  while  in  her  neighbour's  house,  she  had 
fallen  down  in  a  fit.     She  had  been  unconscious  for  some  time 
and  unable  to  speak  for  several  days,  but  her  speech  had  now  re- 
tiuTied  to  her.     She  had  lost  the  power  of  her  right  leg  and  arm. 
On  examinmg  her  we  found  she  was  very  apathetic   and 
could  not  speak  very  distinctly.     She  had  right-sided  pare'sis  of 
the  arm  and  leg,  left  ptosis  and  dilatation  of  left  pupil  and 
external  squinting  of  the  same  eye,  but  not  constantly.     The 
tongue  protruded  slightly  to  the  right.     The  heart  and  lungs 
were  fairly  normal.     There  was  no  cardiac  bruit.     She  had  no 
pain  in  the  head.     The  foetal  heart  was  audible.     There  was 
some  shght  oedema  of  the  feet  and  ankles.     The  urine  showed 
no  trace  of  albumin,  but  reduced  Fehling's  solution  slightly. 

It  was  quite  evident  that  this  was  a  case  of  right-sided 
hemiplegia  which  was  improving.  It  had  probablv  been 
caused  by  an  embolism. 

The  patient  lay  in  a  lethargic  condition  and  passed  all  her 
motions  in  bed.  Ten  days  after  admission  a  slight  trace  of 
albumin  was  found  in  her  urine.  The  os  would  then  admit 
two  lingers  and  there  was  some  evidence  of  uterine  con- 
tractions. The  patient  was  somewhat  restless  and  more 
intelligent  than  she  had  been.  On  the  twelfth  day  after 
admission  the  largest  Barnes'  bag  was  introduced,  and  when 
it  was  expelled  the  os  was  farthei  dilated  manually  and  the 
membranes  ruptured,  when  the  child  was  expelled  alive  almost 
as  soon  as  the  hand  was  withdrawn. 

The  puerperium  was  normal  and  the  patient  improved  con- 
siderably befo.3  she  left  the  hospital,  and  I  have  no  doubt 
would  ultimately  recover  completely. 

Chorea.— This  is  a  serious  compUcation  of  pregnancy.  Of 
the  225  cases  collected  by  Buist  {Tran,.  Edmb.  Obst.  Soc, 
J 894-95),  60  per  cent,  occurred  in  primipar®  and  17-6  per  cent. 
tiled.     In  many  cases  the  disease  has  existed  in  childhood,  but 
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it  does  not  follow  that  chorea  will  neoessarily  arise  during 
pregnancy  if  the  woman  has  had  previous  attacks.  Heredity, 
chlorosis,  and  rheumatism  are  also  predisposing  causes.  It  is 
almost  always  aggravated  by  the  pregnancy,  and  in  many  cases 
the  pregnancy  is  afifected  by  it  to  the  extent  of  causing  pre- 
mature expulsion  of  the  uterine  contents.  In  these  cases  the 
death  rate  is  very  high  (26  percent.).  The  choreic  movements 
may  become  so  incessant  as  to  wear  the  patient  out.  They 
may  be  so  severe  that  the  patient  can  only  be  kept  in  bed  with 
difficulty.  Insanity  is  not  infrequently  associated  with  it,  or 
may  follow  an  attack. 

Prognosis. — In  severe  cases  this  is  very  grave. 

Treatment. — The  treatment  is  the  same  as  in  non-pregnant 
cases,  viz.,  large  doses  of  arsenic,  nerve  sedatives,  nutritious 
diet.  The  patient  should  be  kept  strictly  quiet  in  bed.  In  bad 
cases  if  there  is  no  improvement  the  uterus  should  be  emptied. 
One  must  not  delay  this  too  long  or  the  result  may  be  fatal, 
but  if  it  is  done  early  the  chances  of  recovery  will  be  good.  If 
insanity  follows  she  should  be  treated  in  seclusion. 

Case. — Mrs.  C,  ii.-para,  aet.  nineteen,  was  admitted  to  the 
Maternity  Hospital  from  the  Boyal  Infirmary  suffering  from 
chorea.  Her  first  child  had  been  stillborn,  prematurely,  fifteen 
months  previously.  There  was  a  suspicion  of  syphilis  in  the 
husband.  Chorea  had  first  developed  about  two  months  pre- 
vious to  admission.  She  had  been  in  the  Royal  Infirmary 
under  treatment  for  six  weeks  and  had  improved  considerably. 
Pregnancy  was  advanced  seven  months. 

There  were  jerking  movements  of  the  left  arm  and  hand. 
The  facial  muscles  were  involved,  principally  on  the  left  side. 
The  movements  also  affected  the  left  leg  but  not  so  markedly, 
and  occasionally  were  present  in  the  right  arm  and  leg.  She 
was  readily  excited.  There  was  no  rheumatic  history.  Thp 
cardiac  sounds  were  prolonged  and  accentuated,  but  there  was 
no  definite  murmur. 
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The  day  following  admission  she  had  an  attack  of  screaming 
and  violent  movements,  and  a  few  days  later  began  to  mani- 
fest delusions,  imagining  that  people  were  shouting  at  her  from 
the  street  and  looking  in  at  the  window.  She  liecame  un- 
reasonable and  childish  at  times.  The  treatment  adopted  was 
increasing  doses  of  liq.  arsen.,  et.  hydrarg.  iodid.  and  Battley's 
solution  when  necessary  for  sleeplessness.  The  choreic  condi- 
tion improved,  but  as  her  mental  condition  showed  no  improve- 
ment  it  was  determined  to  bring  on  labour  four  weeks  after 
admission. 

On  examining  her  under  chloroform  the  os  was  found  to 
admit  one  finger,  and  as  the  cervix  was  soft  it  was  easily 
dilated  until  two  fingers  could  pass.  No  Iwugies  were  intro- 
duced. The  labour  came  on  and  ended  by  natural  efforts  two 
days  later.  The  child  was  alive  and  weighed  i\  lb.  The 
patient  was  very  much  excited  during  the  second  stage  of 
labour.  She  improved  slightly  during  the  puerperium,  but  she 
still  had  the  same  delusions.  Twelve  days  atter  delivery  she  was 
transferred  to  an  asylum.  The  choreic  movements  gradually 
improved,  and  the  mental  condition  cleared  up,  30  that  a  month 
later  she  was  discharged  as  cured. 

Epilepsy.— Pregnancy  seems  to  influence  epilepsy  favour- 
ably. As  a  rule  the  fits  are  less  frequent,  but  they  are  liable 
to  occur  during  labour  and  may  be  mistaken  for  eclampsia. 
The  fits  are  identical,  and  one  must  be  guided  by  the  previous 
history.  I  have  seen  several  cases  which  have  been  sent  into 
the  hospital  as  eclamptics.  In  one  of  them  there  was  a  con- 
siderable amount  of  albumin  in  the  urine,  but  we  decided  fi-ora 
the  previous  history  that  it  was  a  case  of  epilepsy. 

Treatment. — Give  the  bromides  freely. 

Hysteria.— A  hysterical  woman  will  be  liable  to  attacks 
during  pregnancy,  and  she  will  probably  take  advantage  of  her 
condition  to  gain  as  much  sympathy  as  possible.  The  attacks 
will  not  likely  have  any  liad  effects  upon  the  pregnancy. 
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Insanity. — Insanity  may  occur  during  pregnancy,  especially 
in  cases  where  there  is  a  strong  predisposition.  If  the  patient 
is  in  a  weakly  condition,  as  from  suckling  her  previous  child  or 
from  ansemia,  etc.,  and  if  there  is  any  hereditary  tendency,  the 
strain  of  pregnancy  may  cause  a  complete  breakdown.  Pro- 
longed mental  strain,  as  from  the  shame  of  an  illegitimate 
pregnane}  or  from  desertion,  may  bring  it  on.  It  maj  also 
arise  in  cases  of  chorea  (see  page  74).  A  severe  mental  strain 
or  shock  will  be  found  to  be  the  exciting  cause  in  most  cases. 

Insanity  may  occur  during  the  puerperium  or  period  of 
lactation,  but  this  will  be  discussed  later.  It  is  less  frequent 
during  pregnancy  than  during  either  of  the  other  periods. 

It  may  take  the  form  of  mania  or  melancholia.  The  latter 
is  the  commoner  form  during  pregnancy.  The  woman  may 
sink  into  a  condition  of  profound  lethargy  and  stupidity. 
Suicidal  tendencies  are  generally  strongly  developed,  and  if 
the  condition  continue  after  delivery,  the  patient  may  have 
strong  impulses  to  kill  her  child.  Moral  perversions  are 
common,  sucL  as  dipsomania  and  kleptomania. 

Primiparae  are  more  prone  to  attacks  than  multipara. 
Attacks  are  liable  to  recur  in  subsequent  pregnancies.  It  may 
begin  with  conception,  l^u  i  the  end  of  the  third  or  the  beginning 
of  the  fourth  month  is  the  most  usual  time  for  it  to  manifest 
itself.     It  rarely  disappears  until  after  delivery. 

Prognosis. — This  is  generally  favourable.  Recovery  occurs 
within  a  few  months  of  delivery.  The  patient  should  be 
warned  tuat  there  is  considerable  risk  of  recurrence  if  she 
should  again  become  pregnant. 

TreatmetK. — The  patient's  strength  must  be  kept  up  by 
giving  her  plenty  of  nourishing  food.  If  she  refuses  to  eal 
she  must  be  fed  by  the  stomach  tube.  The  bowels  must  be 
kept  free,  and  if  she  is  autemic,  iron  and  arsenic  should  be  freely 
administered.  When  there  is  o  suicidal  tendency,  she  must  be 
carefully  watched.     If  slie  is  troubled  with  insomnia,  chloral 
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is  one  of  the  best  hypnotics  to  use.  She  should  be  kept  as 
cheerful  as  possible,  and  when  able  should  have  as  much  open 
air  exercise  a»  possible.  If  the  case  cannot  be  properly  looked 
after  at  home,  she  should  be  sent  to  an  asylum. 

DrSEASES    OK    THE    OssEOUS    SYSTEM. 

There  is  one  disease  of  the  bones  which  is  peculiar  to  pre^- 
nancy,  viz.,  moUities  ossium  or  osteo-malaoia.  It  is  rare  in 
this  country,  but  endemic  in  some  parts  of  Europe  and  in 
tropical  countries.  Its  chief  characteristic  is  «reat  softening 
of  the  bones,  which  gives  rise  to  marked  deformity  of  the  pelvis 
(see  malacosteon  pelvis). 

The  patient's  bones  become  soft,  she  suffers  great  pain  in 
them,  and  severe  cramp  in  her  muscles.  She  has  a  trouble- 
some cough  and  suffocative  attacks.  The  deformity  of  the 
pelvis  may  cause  incarceration  of  the  uterus  and  retention  of 
urine. 

Treatment.— DrugH  seem  to  have  very  little  effect  on  the 
condition,  but  it  can  be  cured  by  removal  of  the  ovaries.  One 
would  l)e  justified  in  inducing  an  abortion,  especially  with 
retention  of  urine.  At  full  time,  if  the  bones  are  soft,  the 
pelvis  may  be  expanded  by  the  hand  to  allow  of  delivery,  and, 
if  this  cannot  be  managed,  the  uterus  should  be  removed  by 
abdominal  section. 


Diseases  of  the  Inteoumextarv  System. 

Any  of  the  ordinary  skin  diseases  may  attack  a  pregnant 
woman,  but  some  are  said  to  l)e  due  to  the  pregnancy. 

Urticaria.— Some  patients  are  very  subject  to  this  dm-ing 
pregnancy,  and  it  not  infrequently  attacks  them  during  the 
puerperium.  I  have  several  patients  who  are  regularly  attacked 
by  It.     It  may  be  very  severe  and  cause  great  irritation. 
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TnatimHt. — The  bowels  should  be  kept  free  with  salines, 
and  alkaline  baths  used  for  the  irritation. 

Impetigo  Hypertiformis. — This  may  begin  in  the  groin, 
round  the  umbilious,  or  on  the  breasts.  It  comes  out  in  small 
pustules,  which  form  crusts  and  gradually  spread  over  the 
whole  skin.  There  will  be  high  fever  and  rigors,  with  great 
prostration,  delirium  and  vomiting.  It  usually  disappears  in 
the  latter  half  of  pregnancy.  The  pregnancy  will  not  be 
interrupted  by  it,  unless,  as  not  infrequently  happens,  it 
proves  fatal. 

Herpes, — This  appears  as  an  erythematous  eruption  with 
vesicles  and  bulla!.  It  mi  continue  thro'oghout  the  whole 
pregnancy  and  disappear  during  the  puerperium.  It  is  prob- 
ably nervous  in  origin  and  should  be  treated  accordingly.  It 
will  not  influence  the  pregnancy. 

Pruritis. — Its  usual  seat  is  the  vulva,  but  it  may  be  general. 
It  will  be  dealt  with  in  connection  with  vaginal  discharges. 

Disease  of  the  Finger  Nails. — This  is  a  painful  affection, 
probably  of  a  nervous  origin  and  due  to  malnutrition  of  the 
nails.  The  nails  become  loose  and  easily  broken.  Nerve  tonics 
do  good,  but  the  condition  is  likely  to  last  throughout  the 
pregnancy  and  then  disappear. 

Excessive  deposit  of  pigment  in  the  skin  is  occasionally 
seen.  The  patient's  face  may  become  very  blotched  and  dis- 
figured. The  skin  of  the  abdomen  occasionally  becomes  so 
darkened  as  to  suggest  Addison's  disease.  It  is  of 
consequence  except  from  an  testhetic  point  of  view. 
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CHAPTER  VIII. 
COMPLICATIONS  OP  PKEGNANCY  {C,mti,nml). 

ComplicatioiiH  Connected  witt.  the  Genital  Organs- Vaginal  DischaMe- 
AbBce.8  of  Bartholin's  OJands-Tumoun.  of  the  Vagina-Malignant 
Disease  of  the  Cervix -Fibroid  Tumours  of  the  Uterus-Ovarian  and 
Parovarian  Tumours-Tumours  of  the  Fallopian  Tube-Displace- 
ments of  the  Uterus-Anteflexion-Retroflexion-Pelvic  Adhesions 
—Rupture  of  the  Tterus. 

Complications  Connected  with  the  Genital  Oroanh. 

Vaginal  Discharge— The  normal  secretions  of  the  vagina 
are  increased  during  pregnancy,  so  that  a  sUght  leucorrhceal 
discharge  is  usual,  but  in  a  number  of  oases  this  discharge  be- 
comes excessive,  i.e.,  one  finds  a  vaginitis.  This  may  be  due 
to  gonorrhoea.  The  clischarge  is  usually  very  irritating  and  soon 
effects  the  external  genitals,  and  may  cause  redness  and  ex- 
coriation of  the  parts  in  the  immediate  neighbourhood.  It  will 
set  up  pruritis  vulvie,  and  the  patient  will  suffer  excessively 
from  the  intolerable  itching.  I  have  known  the  suffering  to  be 
80  great,  that  the  patient  threatened  to  commit  suicide,  if  she 
did  not  get  relief. 

Treatvuint.—k^inngQnt  and  antiseptic  douches  may  be  used, 
but  the  best  method  of  treatment  I  have  found,  is  to  douche  or 
swab  out  the  vagina,  and  then  pack  it  with  a  fair  amount  of 
powdered  boracic  acid  and  a  tampon  of  glycerine  and  ichthyol. 
A  few  applications  of  this  will  usually  suffice  to  check  a  profuse 
vaginal  discharge  and  cure  the  pruritis.  The  application  of 
sedative  ointments  to  the  external  genitals  may  give  a  certain 
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ftmotiot  of  relief,  but  the  only  waj  to  cure  the  pniritii  it  to 
remove  its  oause,  rit,,  the  vaginal  discharge. 

Abscess  of  Bartholin's  Glands.— The  vulvo-vaginal  glands 
oooasionally  become  acutely  inflamed  and  form  an  abscess,  es- 
pecially in  gonorrhoea!  oases.  One  or  both  glands  may  be 
affected. 

Treatment. — Make  a  very  free  incision,  and  keep  the  cavity 
stuffed  with  iodoform  gauze  until  it  heals  from  the  l)ottom 

Tumours  of  the  Vagina.— They  will  be  dealt  with  when 
speaking  of  delayed  labours. 

Malignant  Disease  of  the  Cervix. — Advanced  cancer  of 
the  cervix  will  prevent  conception,  but  we  occpRionally  meet 
with  fairly  advanced  oases  in  pregnancy.  The  patient  com- 
plains of  a  nasty  blood-stained  vaginal  discharge,  and  she  may 
have  attacks  of  severe  bleeding.  The  condition  muy  be  sup- 
posed to  be  one  of  abortion  or  ante-partum  haemorrhage. 

Diiujnoavt. — A  vaginal  examination  will  reveal  a  thickened 
and  often  an  ulcerated  cervix.  The  hardness  of  the  oancfn 
will  be  easily  felt  in  the  softened  cervix  of  pregnancy. 

Prognosis. — The  condition  is  a  very  hopeless  one  for  tho 
woman  as  well  as  for  the  fcetus. 

Treatment. — In  the  early  months,  if  the  disease  has  not  spread 
b  yond  the  cervix,  vaginal  hysterectomy  should  be  done  as  soon 
as  possible.  The  pregnant  utenxs  can  be  removed  by  the 
vaginal  route  up  till  the  fifth  or  sixth  month.  If  necessary,  a 
vaginal  Caesarian  section  can  be  done  to  lessen  the  bulk.  In 
the  later  months  of  pregnancy,  I  would  be  inclined  to  let  the 
case  go  to  full  time  if  possible,  and  then  do  a  Caesarian  section 
in  the  interests  of  the  child,  and  remove  the  uteri' ,  entirely.  It 
is  not  advisable  to  induce  an  abortion  or  premature  labour 
with  the  idea  of  removing  the  uterus  after  it  is  emptied. 

Fibroid  Tumours  of  the  Uterus.— The  presence  of  one  or 
more  fibroids  in  the  uterus  may,  but  does  not  always,  prevent 
conception.     In  many  cases  the  course  of  the  pregnancy  will 
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not  be  i„t«^,r^  with,  but  Ihe  Ubour  may   be  obstructed 

t  "T  ''n  ""  '"'"''''^^'^''  ''^^^''  I^  'here  .H.  H  la^e 
number  of  h.„hII  turn.  .r..  or  ono  o.-  ...on-  large  one«.  the 
preKnanoy  <«nnot  go  to  full  ti.ne.  «,  one  .„u«t  decide  what 
.«  best  to  be  done.  An  abortion  or  „.i«carria«e  may  come  on 
spontaneously  or  may  be  induce<l.  :,..t  I  am  decidedh  of  opinion 
that  the  best  methyl  of  treatment  is  removal  of  the  ut  ru'sand 

Z:7tX         ""'^^      '     ^'--•''— Her..«rea^ 
Ovarian  and  Parovarian  Tumours.- If  thene  tumours 
are  large  they  may  make  it  impossible  to  allow  of  full  tin.e 
bemK  reached    but.  as  a  rule,   this  is  not  the  case.     If  th 
U.mour  ,s  fa,rly  large,  it  should  be  operated  on  us  early  as 
possible.     If  ,t  .s  small,  it  may  be  left  alone,  but  the^  i 
considerable  nsk  of  twisting  of  the  pedicle,  and  it  is.  on  the 
>'hole.  letter  to  remove  even  a  small  one.     If  twisting  of  the 
pedicle  occur,  the  tumour  will  becon.e  painful,  and  p.-obably 
TTrrt     ^*«^-ld'^°Pe«^tedonatonce.     As  regard 
e  effect  of  the  opexution  upon  the  pregnancy,  an  abortion, 
or  premature  labour,  may  occur,  but  in  many  cases  this  doe 
not  happen. 

Tumours  of  the  Fallopian  Tube.  -  These  are  exceedingly 
rare.  A  pyo-  or  hydro-salpinx  is  occasionally  found,  and  in 
a  few  rare  cases  an  extra-uterine  gestation  has  co-existed  with 
an  ordinary  uterine  pregnancy. 

Treat.ne„t.-The  affected  tube  should  be  removed  as  soon 
s  possible.       A    pyo-salpinx    may   remain    quiescent   during 
r  gnancy,  but  it  will   be  sure  to  set  up  septic  mischief  in 
«he  puerpermni.  see  case  iv..  page  491 

Displacements  of  the   Uterus.-During  the   first  thre. 
".on  hs  of  pregnancy  the  uterus  is  still  in  the  pelvic  cavity 
As  ,t  increases  in  weight  it  tends  to  sink  somewhat.     If  the 
Flvic  floor  IS  normal,  no  actual   prolapse  will  occur.     The 
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IK..iuit  m«y  experi«no«  a  c«rtftin  »moan(  of  diioomfort  from 
weight  and  bearing  down,  etpeoiaily  if  th*  is  oonstipated,  but 
the  disturbance  will  be  trifling.  On  the  other  hand,  if  the 
pelvic  floor  has  been  weakened  or  partially  torn,  prolapse  to 
a  lesser  or  greater  degree  will  occur.  It  is  rarely  seen  in 
primiparous  women.  As  a  rule,  the  prolapse  does  not  pass 
beyond  the  second  degree,  but  in  a  few  oases  it  becomes  com- 
plete. The  patient  suffers  from  bearing  down  and  dragging 
sensations  in  the  pelvis,  and  micturition  may  be  interfered 
with. 

Treatment. — Replace  the  uterus,  and  support  it  by  means  of 
a  ring  pessary.  Tlie  support  should  be  worn  until  the  begin- 
ning of  the  fifth  month  at  least,  as  by  that  time  the  uterus  will 
have  rison  into  the  abdominal  cavity,  and  will  be  supported  by 
the  brim  of  the  pelvis.  When  there  is  any  tendency  to  pro- 
lapse, the  patient  should  rest  as  much  as  possible. 

Anteflexion. — This  is  the  normal  position  of  the  uterus. 
If  it  is  exaggerated,  the  patient  will  suffer  from  Tanidei-able 
irritability  of  the  bladder  uutil  the  fundus  has  risen  above  the 
brim.  Treatment  will  not  be  necessary,  except,  perhaps,  to 
give  sedatives  for  the  bladder  irritability. 

Retroflexion. — This  is  a  much  more  serious  condition.  In 
the  majority  of  these  oases  there  has  been  a  tendency  to  pos- 
terior displacement  before  impregnation,  but  it  may  Lie  caused 
by  a  strain  or  blow.  If  there  has  been  a  tendency  to  a  posterioi- 
displacement  before  impregnation,  then,  as  soor  ^  the  utel•u^s 
begins  to  increase  in  weight,  it  sinks  in  the  pelvis  and  the  ten- 
dency to  posterior  displacement  is  increased.  In  all  cases  ut 
prolapse  there  is  more  or  less  posterior  displacement.  The 
weight  of  the  uterus  soon  causes  it  to  fall  back  upon  the 
rp"tum.  If  the  patient  aUow  her  bladder  to  become  over- 
di»tenaud,  this  also  pushes  the  fundus  back.  As  the  ttody  oi 
the  uterus  increases  in  size,  the  cer.ix  becomes  jammed  against 
the  neck  of  the  bl,.dder,  ant'  emptying  of  the  latter  becomes 
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impoMibU.  OvtrdittenUon  retuiti,  .nd.  f^ntUy.  either  •  con. 
Unuous  dribhUng  of  urine  from  overflow  comen  on,  or  elno  the 
bladder  nil  '">•«•••  By  the  beKinnin^  of  th..  fourth  i.xMith  tho 
funduR  ute.i  nhouki  be  riniDx  ttl)ov«  the  brim,  hut  .ih  it  in 
caught  under  the  promontory  thin  iH  preve«itetl.  It  nmy  free 
itself  Md  riHe  above  the  brim.  i,ut.  if  the  bWder  in  ..vt-nli.- 
tended,  this  is  hardly  likely  to  occur.  If  the  ovum  doen  not 
perish,  but  goes  on  growing,  more  and  n.ore  preHsur.-  is  made 
upon  the  perineum,  and  it,  as  well  .w  the  posterior  uterine 
waU,  may  begin  to  slough.  .A  portioti  of  the  uterus  may  grow 
above  the  brim,  while  the  incarceratetl  portion  remains  jammed 
in  the  pelvis.  An  aliortion  may  occur,  but,  from  the  position 
of  the  cervix,  the  uterus  has  great  difticulty  in  emptying  itself 
so  that  the  contents  are  Uable  to  be  retained.  If  the  urine 
becomes  septic,  the  infection  may  spread  to  the  kidneys. 

Siym  ami  Symptam.—The  patient  complains  of  pain  in  the 
back  and  bearing  down.  Difficulty  in  micturition  comes  on. 
after  a  time  she  is  unable  to  empty  her  bladder,  and  finally  the 
urine  begins  to  dribble  away.  As  the  bladder  distends,  a  tumour 
manifests  its  presence  in  the  abdomen.  The  patient  probably 
has  considerable  diflicult'-  in  walkmg. 

^joj/nosw.— Whenever  a  woman  complains  of  dribbling'  of 
urine  in  the  eariy  months  of  pregnancy,  oue  sliou'd  at  o^nce 
8U8pect  a  posterior  displacement  of  the  uterus.  If  the  Ijladder 
is  distended,  a  pyriform  tumour,  much  large-  .ban  tlie  uterus 
should  be  at  the  time  of  pregnancy  which  she  has  readied,  will 
lie  felt  in  the  abdomen.  A  vaginal  examination  will  reveal  a 
rounded  cystic  sweUing  in  the  posterior  part  of  the  pelvis. 
Tho  cervix  is  usuaUy  to  I-  felt  high  up  l)ehind  the  symphysis 
pubis. 

l'ro(j?mis.~U  the  case  is  early  recognised  and  properly 
treated,  tnere  should  be  no  particular  risk  to  either  mother 
or  foetus,  but,  if  the  condition  is  "  left  to  nature,"  it  becomes 
u  very  serious  complication  of  pregnancy. 
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Treatment. — In  an  early  cage  without  distention  of  the 
bladder,  the  uterus  should  be  replaced  at  once,  and  a  suitable 
pessary  inserted.  When  the  bladder  is  distended,  it  should 
first  be  relieved  by  catheter,  with  the  precautions  already 
stated.  In  some  cases  the  uteiiis  may  be  replaced  at  once, 
but  it  is  generally  necessary  to  delay  reposition  until  next 
day.  The  bowels  should  be  thoroughly  cleared  out,  and  the 
bladder  completely  emptied  before  attempting  the  operation. 
To  facilitate  matters  chloroform  should  be  given.  The  fundus 
may  be  pushed  up  by  two  fingers  in  the  vagina,  but  by  passing 
them  into  the  rectum  you  get  better  leverage  on  the  posterior 
wall.  If  the  cervix  is  caught  with  forceps,  and  pulled  down 
at  the  same  time,  replacement  will  be  facilitated.  By  placing 
the  patient  in  the  knee-elbow  position  you  may  assist  matters. 
When  the  uterus  is  replaced,  an  Albert  Smith  or  Hodge,  or 
a  ring  pessary  should  be  inserted.  It  is  well  to  administer  an 
opiate  to  prevent  uterine  action  Ixiing  set  up.  The  pessary 
can  be  taken  out  in  about  two  months'  time,  when  the  uterus 
has  risen  well  into  the  abdomen. 

You  may  fail  to  replace  a  badly  incarcerated  uterus.  Then 
you  must  either  lessen  the  bulk  by  passing  a  sound  in  and 
mpturing  the  ovum,  or  by  puncturing  through  the  posterior 
uterine  wall  and  drawing  off  the  liquor  amnii  ;  or  else  you 
must  relieve  the  condition  from  above,  by  opening  the  abdomen 
and  drawing  the  uterus  out  of  the  pelvio.  The  latter  method 
is  preferable  to  the  former,  as  the  pregnancy  would  not 
necessarily  be  interrupted.  The  operation  has  now  been  done 
several  times  with  success. 

Of  the  many  cases  I  have  seen,  the  following  two  may  be 
given  as  differing  somewhat  from  the  usual  run. 

Case  I. — A  multipara,  pregnant  for  the  third  time,  came  to 
me  c^.nplaining  of  severe  pain  in  the  back,  and  inability  to 
pass  urine,  and  she  also  stated  that  something  was  coming' 
down.     She  was  three  and  a  half  months  pregnant.     Dribbling 


COM  PLICA  TIONS  OF  PREGNA  VC  Y.  g, 

of  urine  had  not  commenced,  as  retention  had  only  existed  for 
a  few  hours.  The  patient,  who  had  been  dosing  herself 
heavily  with  quack  medicines,  certified  to  remove  all  female 
obstructions,  was  terribly  afraid  that  she  had  done  herself 
some  serious  mischief. 

On  examining  the  abdomen  I  found  the  bladder  distende<l 
and.  per  ca;/mam,  the  elongated  anterior  lip  of  ti.e  cervix  pro' 
truding  from   the  vulva,   while  the   retroflexed    body   of   the 
uterus  lay  low  down  in  the  posterior  fornix.     The  uterus  was 
not  only  retroflexed  but  it  was  considerably  prolapsed      The 
urine  was  drawn  off.  and  the  patient  was  instructed  to  have 
her  bowels  well  cleared  out.  and  to  take  no  food  the  following 
morning.     Under  chloroform,  after  the  bladder  was  emptied 
reposition  was  easy  by  drawing  down  the  cervix  and  tilting 
up   Uie    fundus    through    the   rectum.     A  large  si^ed   Albert 
Smith  pessary  was   inserted,  and  a  morphia   suppository  ad- 
mmistered  to  quieten    uterine   action.     A  few  days  later  the 
pessary  was  expelled  while  straining  at  stool,  but  the  retro- 
flexion did  not  recur.     A  large  ring  was  inserted,  and  left  in 
for  two  months,  and  there  was  no  further  trouble 
■  !^Zl  ^[~^  '""It'Pa^-a.  aet.  twenty-four  years,  was  brought 
into  the  hospital  with  a  temperature   of   102°  F.    and    very 
feeble  running  pulse.     She  stated  that  for  six  weeks  she  had 
had  a  nasty  watery  discharge  from  the  vagina.     She  thought 
she  was  six  months  pregnant. 

0.1  examining  her.  the  abdomen  was  found  to  be  distended 
l.y  a  tumour  extending  as  high  as  the  umbilicus.  It  was 
tender.  A  very  foul  discharge  was  coming  from  the  va.nna 
and  on  passing  the  fingers  in.  a  portion  of  the  uterus  "was 
found  incarcerated  in  the  pelvis.  On  passing  a  catheter  several 
p.nts  of  frightfully  stinking  urine  u.ie  drawn  off  From 
ho  odour,  the  organisn,  in  the  uriue  was  judged  to  h.  the 
bacillus  coh.  The  incarcerated  portion  of  the  uterus  was 
mi.ed  without  much  difficulty.      The   membranes   were  evi- 
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dently  ruptured  and  the  foetus  macerated.  The  patient  had 
become  so  collapsed  that  we  had  to  give  her  a  large  saline 
injection,  and  freely  stimulate  her  with  strychnine.  I  had 
intended  to  wash  the  bladder  out  and  leave  some  boraoio 
solution  in  it,  but  she  became  so  collapsed  I  did  not  attempt 
this.  Next  morning,  I  was  agieeably  surprised  to  find  she  had 
rallied,  and  that  her  temperature  was  normal.  The  bladder 
was  washed  out  and  a  considerable  amount  of  blood  was  found 
in  it.  She  was  put  upon  urotropin  with  daily  irrigation  of  the 
bladder.     The  septic  condition  of  the  urine  quickly  improved. 

The  fcBtus,  which  had  evidently  been  dead  for  some  time, 
was  expelled  six  days  after  admission,  and  as  the  placenta 
wa,s  adherent,  chlorofoi  u  was  administered  to  remove  it.  The 
patient  again  collapsed,  and  for  some  hours  she  was  practically 
pulseless,  but  with  saline  and  strychnine  injections  she  again 
rallied.  The  urine  was  now  clear  and  the  bladder  irrigation 
was  discontinued.  She  was  able  to  pass  urine  herself.  On 
the  tenth  day  after  the  miscarriage,  she  voided  several  ounces 
of  almost  pure  pus,  although  the  urine  had  been  quite  clear 
for  days.  It  looked  as  if  an  abscess  in  the  bladder  wall  had 
burst,  but  on  investigating  matters  I  found  that  the  uterus 
had  again  be'  me  retroflexed,  as  soon  as  it  had  involuted 
sufficiently  to  come  below  the  promontory.  On  passing  a 
catheter,  clear  urine  was  got  at  first,  and  then  the  residual 
urine  loaded  with  pus.  The  bladder  was  again  washed  out. 
The  patient,  unfortunately,  refused  to  allow  the  uterus  to  be 
replaced  and  left  the  hospital. 

For  six  weeks  before  admission  she  had  had  dribbling  of 
urine,  but  for  how  long  the  urine  had  been  septic  we  could  not 
judge.  I  fully  expected  that  the  kidneys  would  have  been 
affected,  but  they  seemed  to  have  escaped.  The  mucous 
luemiirane  of  the  bladder  must  have  been  badly  affected,  as 
considerable  quantities  of  it  came  away  in  shreds,  each  time  of 
washing  out, 


COMPLICATIONS  OF  PREGNANCY. 


87 


Pelvic  Adhesions. — If  a  patient  has  had  an  attack  of 
pelvic  inflammation  prior  to  impregnation,  and  adhesions  have 
been  left  behind,  she  will  be  almost  sure  to  suffer  more  or 
less  pain  during  the  pregnancy.  The  pain  is  caused  by  the 
stretching  and  tearing  up  of  the  adhesions  which  must  occur 
as  the  uterus  rapidly  grows.  If  the  adhesions  are  many  and 
the  uterus  badly  bound  down,  the  suffering  will  be  great,  and 
an  abortion  is  Ukely  to  occur.  I  have  seen  this  in  more  than 
one  instance.  In  cases  of  ventro-  or  vagino-fixation  of  the 
uterus  the  adhesions  must  necessarily  stretch,  and  the  patient 
may  suffer  considerably. 

Diaipiosu. — Early  m  pregnancy  cue  may  be  able  to  make 
o'-*;  the  adhesions  per  vajiiiam,  but  later  on  an  examination 
will  reveal  nothing  but.  tenderness  on  pressuie.  The  diagnosis 
will  then  have  to  be  made  from  the  history  of  a  previous 
attack  of  inflammation. 

Treatment. — For  the  pain  it  may  be  necessary  to  give  seda- 
tives. 

Rupture  of  the  Uterus. — In  the  great  majority  of  cases  of 
rupture  of  the  uterus  the  accident  occurs  during  labour,  but  it 
occasionally  happens  during  the  later  months  of  pregnancy. 
It  may  be  caused  by  a  severe  crushing  accident,  but  it  is 
wonderful  how  much  violence  may  be  applicic?  to  the  uterus 
without  causing  it  to  give  way.  The  skull  oi  other  bones  of 
the  foetus  may  be  fractured  and  yet  the  uterus  escape  rupture. 
Spontaneous  rupture  may  occur,  in  cases  of  degeneration  of  the 
muscular  fibres  of  the  uterine  wall,  or  at  the  seat  of  a  former 
rupture,  or  at  the  scar  of  a  Cjesarian  section.  The  elastic  fibres 
neem  to  be  the  -^nes  chiefly  affected.  The  rupture  frequently 
occurs  at  the  placental  site,  so  fatal  hajmorrhage  is  frequent. 
The  foetus  may  not  entirely  pass  into  the  abdominal  cavity, 
imd  in  that  case  it  will  act  as  a  plug  and  control  the  bleeding. 

Diagfwsis. — In  traumatic  cases  the  history  points  to  what 
has  occurred,  but  in  the  spontaneous  cases  this  is  wanting. 
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The  patient  is  ooUapsed  and  shows  evidence  of  internal  hem- 
orrhage pointing  to  the  rupture  of  a  visous.  If  the  foetus  has 
passed  entirely  into  the  abdominal  cavity,  it  is  easily  palpated, 
and  is  found  free  from  the  uterus.  If  it  is  only  partly  out  of 
the  uterus  it  is  felt  protruding  through  the  uterine  wall. 

ProgiMsis. — It  is  an  exceedingly  grave  condition. 

Treatment. — Abdominal  section  and  removal  of  the  uterus 
would  be  necessary,  but  one  of  the  other  methods  of  treatment, 
which  will  be  given  in  connection  with  rupture  during  labour, 
might  be  adopted.  In  a  case  of  spontaneous  rupture,  if  the 
uterus  is  not  removed,  the  patient  should  certainly  be  sterilised 
to  prevent  a  recurrence  in  a  future  pregnancy. 


CHAPTER  IX. 

COMPLICATIONS  OP  PREGNANCY  (Coutiua.d^. 

Venereal  Diseases-Gonorrhcea-Soft  Chancres-Syphilis-Eflect  of  the 
Disease  upon  the  Placenta-Effect  upon  the  Foetua-The  Effect  of 
Injunes  or  Surgical  Operations. 

Venereai,  Diseases. 

Gonorrhoea.— There  can  be  no  doubt  that  gonorrhoea  is 
present  in  a  good  many  oases  treated  in  hospital.  espeoiaUy 
among  the  unmarried.  It  is  impossible  to  say  how  frequent  it 
may  be,  as  it  is  an  exceedingly  difficult  disease  to  diagnose  in  a 
pregnant  woman  unless  the  gonococcus  is  looked  for.  In  bad 
cases  the  vaginitis  and  cystitis  will  show  its  presence,  but 
there  are  many  cases  in  which  the  woman  seems  to  suffer  very 
little  from  it,  and  these  may  be  easily  passed  over.  The  occur- 
rence of  ophthalmia  neonatorum  m  the  child  may  be  the  first 
indication  one  gets,  and  in  hospital  cases  we  are  largely  deprived 
of  this  means  of  diagnosis,  as  the  eyes  of  every  child  are  treated 
preventatively  as  soon  as  it  is  born.  Yet.  in  spite  of  this,  cases 
do  arise  every  now  and  again. 

The  woman  may  have  had  gonorrhoea  prior  to  conception,  or 
she  may  have  contracted  it  during  the  pregnancv.  If  she  has 
had  it  some  time  prior  to  conception,  the  gonococci  may  have 
invaded  one  of  the  tubes  and  set  up  a  pyosalpinx.  This  may 
prove  verj  disastrous  during  the  puerperium  by  setting  up 
septic  peritonitis.  The  case  recorded  on  page  491  was  probably 
of  that  nature.     There  can  be  no  doubt  that  a  good  many 
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oases  of  sepsis  have  their  origin  in  gonorrhoea.  The  gonoooooi 
offer  a  very  great  power  of  resistance  to  the  vaginal  bacteria. 

Oonorrhoeal  warts  are  occasionally  seen,  and  thoy  may  be  so 
large  and  numerous  as  to  obstruct  labour.  They  will  be  so 
foul  and  septic  that  they  may  prove  a  very  serious  source  of 
infection  during  labour  or  the  puerperium.  (See  case  on 
page  261.) 

The  glands  of  Bartholin,  one  or  both,  may  become  affected 
and  suppurate,  causing  the  woman  great  pain.  They  should 
be  dealt  with  either  by  total  extirpation  or  free  incision  and 
drainage. 

When  gonorrhoea  is  recognised  during  pregnancy  it  should 
be  carefully  treated,  even  although  it  is  not  causing  the  woman 
any  inconvenience.  The  risk  will  come  during  the  puerperium. 
The  child's  eyes  must  be  carefully  seen  to,  as  soon  as  the  head 
is  born. 

Treatment. — Astringent  and  antiseptic  douches  may  be  ^sed, 
but  packing  the  vagina  with  powdered  boracic  acid  is  prefer- 
able. Douching  during  pregnancy  is  somewhat  risky,  as  uterine 
action  may  be  set  up.  When  warts  are  present,  they  should  l)e 
carefully  excised  and  the  wounds  stitched. 

Soft  Chancres. — Among  a  certain  class  these  are  occasion- 
ally seen.  They  will  be  very  foul  and  septic,  and  if  present  at 
the  time  of  labour  will  prove  a  very  serious  source  of  infection. 

Treatment. — Cauterise  them  freely  with  fuming  nitric  acid 
and  dress  with  iodoform.  If  they  are  present  at  the  time  ol 
labour  nitric  acid  can  hardly  be  used,  but  they  should  be  very 
thoroughly  swabbed  all  over  with  pure  carbolic,  after  the  vagina 
has  been  as  well  disinfected  as  possible. 

Syphilis. — If  a  woman  has  had  syphilis  a  short  time  prior 
to  conception,  the  foetus  is  sure  to  be  affected.  If,  on  the  other 
hand,  the  disease  is  acquired  during,  geatatiou,  the  foetus  may 
escape,  especially  if  the  infection  has  occurred  late  in  pregnancy, 
but  in  many  oases  it  is  affected.     If  the  father  of  the  child  is 
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suffering  from  the  disease  in  a  latent  form,  the  foetus  wiU  be 
affected  and  the  mother  may  show  no  indications  of  the  disease. 
The  woman's  system  will  be  rendered  immune  to  the  disease, 
at  least  in  so  far  that  in  nursing  her  own  syphilitic  child  it 
will  not  infect  her,  while,  if  the  same  child  were  allowed  to  suck 
a  non-syphilitic  wet  nurse,  the  nurse  would  contract  the  disease 
from  it.  The  mother  may,  however,  be  infected  through  the 
utero-i.._^ntal  circulation  and  have  the  usual  manifestations  of 
the  disease. 

After  a  certain  length  of  time  the  disease  wiU  lose  its  power 
of  transmission  by  either  parent,  but  how  long  that  time  may 
lie  has  not  been  definitely  settled.  It  probably  varies  in  differ- 
ent  individuals.  Fournier  gives  four  years  as  the  maximum, 
but  cases  have  been  recorded  in  which  ten  or  twelve  years  have 
elapsed  and  yet  a  syphilitic  infant  was  begot. 

Primary  syphilis,  when  acquired  at  the  time  of  conception, 
may  assume  a  virulent  type,  and  cause  considerable  ulceratio" 
of  the  labia  and  vagina.  If  the  chancre  or  mucous  patches 
should  be  present  at  the  time  of  labour,  they  would  be  a  very 
dangerous  source  of  infection. 

The  chief  risk,  however,  is  not  from  this,  but  from  the  effect 
the  disease  has  upon  the  deciduie  and  uterine  contents.  The 
result  is,  that  in  a  large  number  of  cases  the  pregnancy  ends  in 
an  abortion,  miscarriage,  premature  labour,  or  labour  at  full 
time  with  a  macerated  foetus.  .\  patient  who  has  no  anti- 
syphilitic  treatment  may  have  several  abortions  or  premature 
labourfe,  little  later  each  time,  until  finally  the  disease,  as  it 
were,  works  itself  out,  and  a  live  child  is  born  at  full  time. 

Effect  of  the  Disease  upon  the  Placenta.— Both  the 
maternal  and  foetal  portions  of  the  placenta  are  affected.  To 
the  naked  eye,  syphilitic  placentae  may  differ  considerably, 
according  to  whether  the  child  is  dead  or  alive.  If  the  child 
has  been  dead  for  some  time  the  placenta  may  be  almost  white 
and  soft  to  the  feel.     If  the  child  is  alive  and  at  full  time  the 
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placenta  will  be  thick  and  of  a  pinkish  oolou»'  ivom  the  greatly 
thickened  materaal  part.  There  are  oft^n  htemorrhag-'  'nto 
its  substance,  more  or  less  organised.  Calcareous  dncrpnera- 
tion  is  also  common,  and  sometimes  large  fibre  08  are 

found. 

Microscopic  section  of  the  villi  will  show  that  the-  are 
increased  in  size,  and  distorted  in  shape,  from  infiltration  with 
granulation  cells.  The  epithelial  covering  will  also  be  degen- 
erated. The  vessels  in  the  villi  may  be  completely  blocked. 
In  the  maternal  portion  there  will  be  an  enormous  overgrowth 
and  degeneration  of  the  decidual  cells,  which  will  encroach  upon 
the  intervillous  spaces. 

According  to  Frankel,  the  seat  and  extent  of  the  lesion  varies 
with  the  manner  and  time  of  infection.  If  it  is  a  sperm  infec- 
tion, i.e.,  from  the  father,  the  villi  will  be  affected  with  granula- 
tion cell  infiltration  and  degeneration  of  their  epithelial  covering. 
If  the  mother  is  infected  at  the  same  time,  the  decidure  as  well 
as  the  villi  will  be  affected.  If  the  woman  is  syphilitic  before 
impregnation,  the  deciduaB  will  be  chiefly  affected.  In  infection 
in  the  later  months  of  pregnancy  the  placenta  may  remain 
unaffected. 

Effect  upon  the  Foetus.— The  disease  may  so  affect  the 
deciduae  and  placenta  us  to  cause  the  very  early  death  of  the 
ovum.     In  the  foetus  itself  the  disease  manifests  itself  in  many 
ways.     There  may  be  bullous  eruptions  on  the  skin.     I  have 
seen  a  case  in   which  these  were  present  on  the  hands  and 
feet,  and  full  of  pus  at  the  time  of  birth.     Condylomata  and 
inflammation  of  the  mucous  and  serous  membranes  are  often 
present.       There    may    be    gummatous    deposits    in    various 
organs  and  tissues  of  the  bodies  and  a  characteristic  osteitis, 
and  osteo-chondritis.     The  dividing  line  between  the  epiphysis 
and  shaft  will  be  broad  and  jagged,  and  yellow  in  colour.    This 
is  due  to  premature  ossification  which  has  ended  in  necrosis 
and  suppui-ation.    The  liver  may  be  enormously  enlarged,  so  as 
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to  fill  the  greater  part  of  the  abdominal  cavity.      Aaoite.  is 
common  and  many  adhe»ionH  may  be  found  in  the  abdomen 
In  many  cases  at   birth   the  chil.l   .nay   show   no  external 
mdications  of  the  disease,  but  in  a  few  days_at  longest  within 
three  weeks-they   be^in    to  appear  in  the  form  of  snuffles 
a  coppery  coloured  rash  (first  about  the  buttocks,  but  soon 
becommg  general;,  muoous  patches  in  the  mouth  and  about 
the  anus.  etc.     Sometimes  a  bullous  eruption  of  pemphigus 
appears  mstead  of  the  coppery  erythema.     The  child  will  s^n 
begm  to  pine  away  and  if  not  promptly  treated  wiU  soon  die 
In  many  cases  the  child  will  l,e  puny  Pnd  ill-developed 

Pro;,nos.s.  -  Pregnancy  is  influenced  most  unfavourably 
by  syphihs.  If  untreated  the  disease  proves  fatal  to  the 
majority  of  the  foetuses.  Fortunately  the  disease  is  most 
amenable  to  treatment,  and.  if  the  patient  will  only  undergo 
regular  treatment  during  the  whole  pregnancy,  she  will  probably 
go  to  full  time  and  give  birth  to  a  live  child. 

Troatm^nL-Mermvy  alone  or  combined  with  iodide  of 
potash  should  be  given  continuously  throughout  the  whole 
pregnancy  In  the  earlier  months  the  patient  should  be 
extra  careful  not  to  exert  herself  at  the  times  corresponding 
to  her  menstrual  periods,  as  she  is  very  liable  to  abort  at  these 
times.  Both  parents  should,  if  possible,  be  put  under  treatment 
but  one  has  to  be  very  cautious  in  attempting  this  or  trouble 
may  be  caused. 

ra.s..-Mrs.  C.  aet.  twenty-two.  iii.-para.  had  given  birth 
to  two  stillborn  macerated  syphilitic  children  before  she  was 
twenty-one.     She  showed  no  indications  of  the  disease  herself 
and  said  she  had  never  had  a  rash,  but  there  was  no  doubi 
about  the  condition  of  the  fcBtuses.     I  did  not  care  to  interrogate 
the  husband,  as  I  knew  it  would  cause  trouble.     As  Mrs  C 
was  extremely  anxious  to  have  a  live  child,  she  consented  to 
undergo  treatment  in  the  event  of  again  becoming  pregnant. 
She  took  a  mixture  of  liq.   hydrarg.  perchlor.  and  pot.  iodidi 
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oontinttoutly  throughout  the  third  pregnancy  and  went  to  full 
time.  At  birth  the  child  seemed  perfectly  healthy,  but  it  may 
yet  develop  slight  manifeMtations  of  the  disease.  1  have  seen 
this  in  some  oases. 


The  Effect  op  In.iubies  or  Suboical  Opebationh. 

Injuries  to  any  part  of  the  body  other  than  the  uterus  may 
cause  a  termination  of  the  pregnancy  through  shook,  but  this 
does  not  invariably  happen.  Even  a  very  serious  blow  upon 
the  uterus,  sufficient  to  cause  fracture  of  the  skull  or  long 
bones  of  the  foetus,  may  not  bring  on  uterine  action.  Neurotic 
women  are  more  liable  to  be  affected  by  shock  thiin  others. 

Surgical  operations  are  not  contra-indicated,  but  those  on 
any  part  connected  with  the  pelvic  organs  should  be  postponed, 
if  possible,  until  some  time  after  delivery,  or  until  the  child  is 
viable,  so  that  if  a  premature  labour  comes  on  the  child  may 
be  saved.  Operations  on  the  uterus,  tubes  or  ovaries  are  an 
exception  to  this,  as  they  should  be  done  as  early  as  possible 
in  pregnancy,  to  allow  of  the  abdominal  cicatrix  becoming  firm 
before  labour  comes  on.  If  sepsis  is  avoided,  the  risk  to  the 
pregnancy  is  not  very  great,  even  in  operations  upon  the  uterus 
itself.  Fibroid  tumours  have  been  enucleated  from  the  uterus 
without  interrupting  gestation. 

Naturally  one  would  avoid  operating  during  pregnancy,  if 
delay  would  uot  in  any  way  endanger  the  patient.  If,  on  tlie 
other  hand,  the  patient  would  suffer  from  delay,  the  opexution 
should  be  undertaken  without  hesitation.  To  lessen  shock  an 
antesthetic  should  be  used,  even  in  comparatively  small  opera- 
tions hke  the  extracting  of  teeth. 


CHAirTKR  X. 

COMPLICATIONS  (,F  FKEOXANCV  ,CoW„.,w,. 
SpMfi.   Fevers  a.  a    .•omp.icati..n  ..f   ••reKna„.,v-S,„all-p..x-Ca.o.- 

SPEOIF.C  Pevkkh  as  a  C0M..LICAT.0N  OK  Pbkonancv. 

I  AM  indebted  to  Dr.  Brownlee.  Superintendent  of  Belvidere 

ever  Ho.p.tal.  for  notes  of  the  folIowinK  cases  of  small-t 

typhus  and  entenc  fever,  oc-cumng  in  pregnant  wo.nen   'L 

r  have  had  hnle  or  no  experience  in  deahng  with  such  cases 

ZtZ       ""''''  "-  '-''''''  ^'^^  "-^  "'-  '^«  -Pe-W 

Small-pox  -Small-pox,   especially  in  its  virulent  form   is 
sa.d  to  have  the  ,„ost  disastrous  results  upon  pregnancy  of  any 

:     Ut    fT-    ^'tr'""'  "'*>^"°^  ^^-^  'he  Wane    a 
II.  I>ut.  ,f  the  attack  has  been  severe,  an  abortion  or  mLarr  age 

-  very  hkely  to  occur.     The  miscarriage  may  occur  during 

convalescence.     The  foetus  may  contract  the  disease  >„  J' 

and  may    e  Horn  with  the  eruption  upon  it.  or  the  eruption  mav 
appear  withm  a  few  days  of  its  birth      Tf  fV,^ 
f  I       ,  ,  ""j'o  ui  lis  Duin.     It  the  woman  uasses 

sj2  through  the  attack,  and  goes  to  full  time.  theTd 

Uhough      shows  no  indication  ot  having  had  the  disease /„ 

«/  ro.  vMll  probably  be  mimune  to  vaccination.     In  1901  I 

M  a  C^sarian  section  on  a  patient  seven  weeks  after  hP-  dis- 

(96) 


CI. I  SIC  A  :.  OBS  TH  TRICS. 


eharf^  from  the  BnuU-pox  Hotpitel.  She  had  had  •  very  mild 
Mtaok.  T'  child  showed  no  indioAtionH  of  hAvin^  had  th« 
diieAWP  three  attemptu  at  viw^oinntion  proved  iinfiuoce>  sful. 

In  a  4'  and  caHe,  aIho,  recently  cuiitintHl  in  the  hoHpital,  a  few 
weekH  after  an  attack  of  Hmall-pox,  vacoination  of  the  child  was 
unsuocesRful.  The  mother  in  thin  oahc  had  had  ii  very  Hcvere 
a  tack. 

ProtinoniH. — In  severe  attackn,  the  pregnancy  iH  very  likely  to 
be  interrupted,  and  the  danger  to  the  woman  is  very  great.  In 
milder  attacks,  there  '.a  n  conniderable  risk  of  the  pregnancy 
being  interrupted,  and  thiH  inoreaHCM  the  danger,  but  expulHion 
of  the  uterine  contents  does  not  invariably  happen. 

Treatment. — The  usual  treatment  must  be  adopted,  and  if  the 
uterine  contents  are  expelled,  the  utmost  care  must  be  taken 
to  prevent  septic  infection,  and  to  insure  that  the  uterun  is 
thoroughly  emptied. 

Ca»e  I.  Ahortinn  between  the  Third  mul  Fourth  Mi.iiths 
aurirui  Cmvatescence  frmn  Snmll-i>o.r. — Mrs.  B.,  u>t.  thirty- 
three,  a  multipara,  was  Heized  with  sickness,  headache,  and 
rigor  on  7th  April.  The  eruption  began  on  the  9th  with  two 
papules  on  the  hngers  and  one  or  two  op  the  arn<«.  Her 
son  had  been  admitted  to  the  Fever  Hospital  eleven  days 
before,  and  she  had  been  revaccinated  two  days  later.  The 
vaccination  had  taken  satisfactorily.  She  said  she  had  lieeii 
vaccinated  in  infancy,  but  the  mark  was  very  indistinct. 
When  she  was  admitted,  on  the  10th  April,  the  eruption  was 
beginning  to  show  on  the  back.  She  was  about  four  months 
pregnant. 

The  eruption  became  fairly  abundant,  and  ran  its  full 
course. 

30th  April. — The  patient  was  up,  feeling  fairly  well,  but  com- 
plained of  some  pain  in  her  back.  Next  day  the  pain  in  tlu- 
back  was  worse,  and  the  uterus  expelled  its  contents.  The 
abortion  seemed  complete. 
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M  M»y.-Th«  tempenture  roM  to  100'  F  An  .ntm 
uterin.  douche  w.  given.  .„d  the  temperatu..  ro.e  to  10  "  P ' 
Kut  on  the  morning  of  the  6th  it  had  fallen  to  99^  r  Jna 
Aftmn  in  the  evening  to  iOlS"  P.  '         '^ 

7th  M*y.-An  intra-uterine  douche  wan  given    ag  the  ten. 
perature  wa,  still  up.     The  discharge  was  not  telid  *''"' 

10th  May  -The  uterus  was  curetted  and  douched,  but  there 
was  very  little  to  remove. 

12th  May. -The  temperature  was  102S«"  p..  but  the  oatient 
maintained  that  she  felt  quite  well.     There  wa^  decideTdTl 
to^percuMion.  and  resistance,  but  no  tenderncHs  in  the  left  iliac 

or  mr  F*^7J'''  temperature  has  continued  to  rise  to  100" 
or  101  F.  The  cervix  was  found  low  down,  with  little  or  no 
.nobility  of  the  uterus,  and  there  was  well-marked  resistance" 
the^postenor  and  left  fornix.      lohthyol  tampons  were  useS 

J4th  May.-An  abscess  had  suddenly  formed  in  the  left 
groin.     It  was  incised  and  drained 

10th   June.-The  incision  had  healed.     Per   raoinam    the 
reB^ncein  the  left  fornix  had  almost  entirely  dilap^ar^d 
rhere  was  some  ves.stance  in  the   pouch  of  Douglas    but  no 
tenden,es8.     The  uterus  was  quite  movable  and  involuted 
ihe  patient  was  dismissed  well  on  2l8t  June 
The  risk  to  this  patient  was  undoubtedly  very  much  increased 
by  the  abortion  and  subsequent  cellulitis.     Instead  of  being  i„ 

atorted,  she  had  to  remain  nearly  two  and  a  half  months 

Ca.,«  //.     mscarriage  at  the  Sij-.th  Mouth. -Mrs.  McL..  «t 
th.rty.mne.  multipara.    The  patient  considered  herself  pregnant 

bout  SIX  months.     Her  last  three  pregnancies  had  resulted  in 
two  early  miscarriages,  and  the  third  in  a  dead-born  child 

bout  two  years  ago.  ' 

She  had  been  seized  with  shivering,  sickness  and  vomiting 
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on  11th  February,  and  the  eruption  had  appeared  on  the  14th. 
She  was  admitted  on  the  16th.  The  rash  was  pretty  abundant 
and  discrete  on  the  18th  ;  papulo-vesicular  and  pustular,  with 
considerable  erythema  between  the  spots.  It  was  fairly  evenly 
distributed  over  the  face,  scalp,  back,  arms  and  legs,  also  on 
the  palms  and  soles.  There  were  some  papules  on  her  tongue. 
Her  vaccination  mark  was  very  doubtful. 

7th  March. — Pains  began  suddenly,  and  on  examination  the 
OS  was  found  to  be  about  the  size  of  a  florin  and  the  membra  les 
tense.  The  foetus  was  expelled  at  6.30  a.m.  on  the  8th.  The 
placenta  was  removed  from  the  vagina,  and  there  was  little 
bleeding.  Her  puerperium  was  quite  normal,  and  she  was 
dismissed  well  on  29th  March. 

The  miscarriage  had  no  bad  etfect  in  this  case.  She  seemed 
prone  to  miscarry,  so  there  was  httle  chance  of  her  pregnancy 
continuing. 

Typhus. — In  the  present  day  typhus  is,  generally  speaking, 
a  rare  disease,  but,  in  Glasgow,  small  locahsed  epidemics  are 
still  not  very  uncommon.  In  the  early  days  of  the  Maternity 
Hospital  a  good  many  cases  were  dealt  with,  especially  in  the 
outdoor  department.  The  pregnancy  is  very  liable  to  be  inter- 
rupted, and  the  risk  to  the  woman  is  very  great.  The  higli 
temperature  alone  may  have  a  deleterious  effect  upon  the  foetus, 
but  I  should  think  it  is  the  typhus  poison  which  actually  causes 
its  death. 

Case  I.  Abortion  of  a  Fleshy  Mole. — Mrs.  M.,  aBt.  twenty- 
seven,  v.-para ;  amenorrhoea  for  four  months.  Admitted  6th 
December. 

The  patient  had  been  ill  about  a  week  with  general  malaise, 
headache,  pains  all  over  and  feverishness.  The  bowels  were 
constipated,  and  she  had  been  sick  and  vomiting.  Her  tem- 
perature was  103°  F.,  pulse  112,  and  respiration  36. 

7th  December. — She  had  not  slept,  and  was  much  troubled 
with  a  cough.     The   bowels  had   moved,   slight,  constipated 
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motion;  temperature  1036"  F.,  pulse  U4.  and  respiration  32 
Her  face  was  somewhat  duU  and  flushed  generally,  eyes  slightly 
mjected,  pupils  small.  She  was  quite  sensible,  ,vnd  complained 
only  of  headache  and  cough.  Her  tongue  was  dry  and  slightly 
coated.  *  ^ 

Rasl,.—0'  the  anus  ti,.  r^,  was  slight  general  erythema,  and 
a  few  spots  s  .pe.ued.  On  i,he  trunk  only  a  few  spots,  macula 
fadmg  on  pre  .  ure,  reddisl.  in  colour  ;  on  the  feet  only  a  few 
spots. 

The  heart  sounds  were  good  in  quality,  and  the  pulse  good. 
Some  rales  were  audible  at  the  base  of  the  lungs. 

The  urine  was  dark,  straw-coloured,  acid,  and  contained  a 
distinct  trace  of  albumin. 

8th  December.— Had   passed  a   better  night  after  getting 
bromide.     At  noon  her  bowels  moved  freely,  and  she  began  to 
pass  blood,  and  clots  from  the  vagina  in  considerable  quantity 
Per  va,ikmm  the  os  was  felt  slightly  dilated,  but  nothing  but 
clot  could  be  felt. 

9th  December.—As  there  was  again  some  bleeding,  the  vagina 
was  plugged.  The  patient  felt  much  better.  There  was  very 
httle  evidence  of  a  rash,  and  the  tongue  was  moist.  The  tem- 
perature last  night  was  103°  F.,  and  this  morning  101-2°  F 
She  looked  much  brighter.  In  the  evening  the  plugs  were 
removed,  and  the  uterus  was  cleared  of  a  mass  about  the  size 
of  a  hen's  egg.  This  was  evidently  a  fleshy  mole.  There  was 
no  bleeding.  After  that  she  did  very  well,  although  the  vaginal 
discharge  was  fcFtid.  The  temperature  varied  between  99-6° 
and  102-8'  F.  for  a  few  days. 

She  was  dismissed  well  on  22nd  January. 

Vase  II.     l,u-omplete  Abortion.— K.  H.,  single,  a>t.  twenty- 
three  ;  length  of  amenorrhoea  not  stated. 

This  patient  was  admitted  on  28th  January  in  the  second 
day  of  her  illness.     Her  temperature  was  102-6"  F.,  pulse  104 
and  respirations  28.  ' 
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29th  January.— The  patient  was  very  bright,  and  stated  that 
her  headache  and  pains  had  improved.  Her  tongue  was  moist, 
and  there  was  no  rash.  Her  heart  sounds  were  normal  and 
her  lur^s  clear.  There  was  a  slight  trace  of  albumin  in  her 
urine.     Her  spleen  was  enlarged  4^  by  31  in. 

31st  January. — Her  headache  was  bad  again.  Her  fac^  was 
sufifused. 

2nd  February. — She  complained  of  abdominal  pain  and  pain 
in  the  back.  A  placental  mass,  and  a  portion  of  membrane, 
were  expelled  from  the  uterus. 

4th  February. —The  face  and  conjunctivae  had  become 
sufifused.  The  patient  was  dull  and  stupid,  with  mutterin«^ 
dehnum.  The  tongue  was  dry  and  brown  in  the  centre.  The 
rash  had  appeared.  Her  pulse  was  very  feeble,  and  there  was 
now  some  bronchitis  present.  The  vaginal  discharge  was  foetid, 
but  douching  soon  put  it  right. 

19th  February.  —  She  was  now  convalescing  favourably. 
The  muttering  delirium  had  lasted  about  a  week.  The  bron- 
chitis had  cleared  up,  and  the  cardiac  weakness  yielded  to 
treatment.  There  was  no  further  development  of  the  rash, 
She  was  dismissed  well. 

From  the  description,  it  would  seem  that  this  patient  was 
sufifering  from  an  incomplete  abortion  at  the  time  of  ad- 
mission. 

Enteric  Fever.— This  is  the  fever  of  which  we  see  most 
cases  in  our  hospital.  We  usually  have  several  cases  each 
year.  The  patients  come  to  us  in  labour,  with  a  history  of 
having  been  out  of  sorts  for  a  week  or  two.  The  temperature 
is  found  to  be  raised  and  the  pulse  quickened,  but  beyond  that 
there  may  be  nothing  definite.  The  bowels  are  usually  con- 
stipated. After  the  labour  is  over  the  temperature  remains 
high,  and  diarrhoea  probably  begins.  The  rash  over  the 
abdomen  is  hardly  ever  seen,  as  the  striae  mask  it.  It  is  ex- 
tremely difficult  to  distinguish  the  condition  from  one  of  sepsis. 
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Diarrhoea  and  enlargement  of  the  spleen  are  common  to  both 
The  Widal  test  is  most  useful.  If  a  good  reaction  is  got.  one 
may  be  pretty  confident  the  case  is  one  of  enteric.  In  all  cases 
of  fever  during  the  puerperium,  where  there  is  the  least  sus- 
picion of  enteric,  the  Widal  test  should  be  applied.  Sepsis  is 
very  liable  to  arise.  In  two  of  my  cases  the  Widal  reaction 
was  obtained  from  the  infant's  blood. 

Expulsion  of  the  uterine  contents  occurs  in  about  three- 
quarters  of  the  cases,  and  it  is  only  in  very  mild  attacks  that 
the  pregnancy  is  not  interrupted.  I  do  not  consider  the  prog- 
nosis as  regards  the  woman  any  worse  than  in  non-pregnant 
cases. 

Case  I.  Abortion.— J.  McM.,  »t.  thirty.  Length  of  amen- 
orrhoea  not  stated. 

This  patient  was  admitted  on  3rd  February.  She  had  been 
ill  for  ten  days  with  sickness,  headache,  backache,  diarrha3a 
and  abdominal  pain.  She  had  been  confined  to  bed  for  eight 
days.  Her  temperature  was  104°  F.,  pulse  112.  and  respirations 
28.  Her  s^kin  was  pale  generally,  and  there  was  an  abundant 
crop  of  very  typical  rose  spots.  Her  pupils  were  dilated,  the 
tongue  e  rd  and  brown,  with  transverse  cracks.      The 

abdomen  ed  normal,   but  she  complained  of  pain  low 

down  in  the  right  iliac  region,  and  there  was  tenderness  on 
pressure.  The  spleen  was  markedly  enlarged  ;  its  lower  edge 
at  the  costal  margin. 

The  heart  sounds  were  pure,  but  feeble.  The  lungs  were 
clear. 

There  was  a  vaginal  discharge,  which  had  been  going  on  for 
a  day  or  tw     -^.nd  was  supposed  to  be  menstrual. 

The  disease  ran  a  fairly  typical  course.  The  vaginal  dis- 
charge continued,  and  on  the  Uth.  the  twenty-second  day  of 
the  Illness,  a  rounded  mass  about  the  size  of  a  large  walnut 
was  expeUed  from  the  vagina.  The  abortion  was  quite  com- 
plete.     A  couple  of  days  later  the  temperature  fell  to  normal 
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There  had  been  retention  of  urine  for  some  days  previous  to 
the  abortion,  and  the  urine  had  become  ammoniacal.  The 
bladder  required  to  be  washed  out.  She  was  dismissed  quite 
well  on  31st  March. 

From  the  description  of  the  mass  expelled,  the  abortion  must 
have  been  an  early  one. 

Case  II.  Abortion. — Mrs.  B.,  multipara.  Amenorrhcea  of 
about  three  months. 

This  patient  was  admitted  to  hospital  on  18th  April,  three 
weeks  after  the  onset  of  her  illness.  She  had  been  confined  to 
bed  for  a  week.  Deafness  had  manifested  itself  four  days 
before  admission.  Her  bowels  v  jre  constipated.  She  stated 
that  she  had  been  suckling  a  child  for  three  years,  and  that  her 
last  menstrual  period  had  been  in  January,  but  a  flow  of  blood 
had  commenced  just  before  admission.  She  had  had  enteric 
fever  when  six  years  old. 

Her  temperature  was  101  6  F.,  pulse  128,  and  respira- 
tion 46. 

The  patient  looked  \'ery  ill.  The  tongue  was  clean  but  dry, 
and  brownish  in  colour.  The  pulse  was  quick,  soft,  and  some- 
what irregular.  The  abdomen  was  distended  and  tympanitic, 
but  there  was  no  gurgling  or  tenderness.  The  spleen  was  not 
palpable.  No  rose  spots  were  seen.  The  heart's  action  was 
weak,  but  there  were  no  murmurs.  In  the  lungs  rales  were 
distinctly  heard.  Vaginal  examination  gave  evidence  that  an 
abortion  had  occuiTed. 

Next  morning  some  large  clots  were  expelled  from  the  vagina. 
The  uterus  was  cleared  of  clot  by  the  fingers,  and  an  intra- 
uterine douche  given. 

The  disease  ran  an  ordinary  course,  and  there  were  no  pelvic 
complications.  The  temperature  fell  to  normal  on  7th  May, 
but  four  days  later  it  rose  again  and  kept  up  for  a  week. 
The  patient  had  evidently  had  ..  relapse. 

She  was  dismissed  well  on  9th  .July.      In  this  case  the 
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abortion  had  evidently  occurred  before  the  patient  had  reached 
tht  hospital,  as  nothing  but  clot  was  found  in  the  uterus. 

Plague— Among  the  cases  of  plague  which  occurred  in 
Glasgow  in  1900,  one  of  the  women  patients  was  eight  and  a 
half  months  pregnant.  The  following  is  the  report  of  the  case 
taken  in  full  from  the  report  issued  by  the  Medical  Oilicer  of 
Health  :— 

"Premature  Labour.— Mrs.  M.,  twenty,  admitted  15th 
September.  The  duration  of  the  illness  was  a  little  doubtful, 
owing  to  the  difficulty  of  obtaining  an  accurate  history  of  the 
patient  from  her  friends.  It  was,  however,  certainly  under 
forty-eight  hours.  The  onset  had  apparently  been  very 
severe ;  headache,  pain  in  the  back,  diarrhoea,  and  great 
prostration  being  the  most  marked  symptoms.  The  patient 
was  very  much  emaciated,  and  had  undergone  great  priva- 
tions for  some  time  prior  to  admission.  The  face  was  pallid, 
the  lips  dry  and  covered  with  sordes,  and  the  tongue  likewise 
dry,  with  a  brown  fur.  The  temperature  was  1026°  F.,  the 
pulse,  which  was  soft  and  rapid,  ni  mbered  140,  an  the 
respirations  40.  The  patient  was  eight  and  a  half  mouths 
pregnant,  and  on  admission  labour  was  already  in  progress. 
The  only  physical  signs  observed  in  the  lungs  were  some 
subcrepitant  rales  at  both  bases.  There  was  a  large,  indurated, 
and  very  tender  bubo  in  the  left  inguinal  region.  No  rash 
was  observed.  On  the  evening  of  admission  20  c.c.  of  serum 
were  injected  intravenously,  and  20  c.c.  into  the  area  im- 
mediately below  the  left  groin,  so  that  it  might  drain  directly 
into  the  bubo.  At  the  time  of  the  injection  the  temperature 
had  fallen  to  ddQ"  F.,  and  the  patient  was  much  collapsed. 
At  4  A.M.  the  OS  was  found  to  be  fully  dilated,  and  as  by  this 
time  the  patient's  general  condition  was  one  of  extreme 
gravity,  instrumental  dehvery  was  at  once  effected.  The 
eliild  was  born  asphyxiated,  and  after  much  trouble  was  re- 
suscitated.    No  gross  lesion  of  the  placenta  could  be  observed. 
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After  the  birth  of  the  child  the  patient  rallied  a  little.  The 
temperature  rose  to  103-8°  F.,  the  tongue  and  lips  became 
cleaner  and  moister,  and  the  patient  expressed  herself  as  feeling 
a  little  better.  On  16th  September.  20  additional  centimetres 
of  serum  were  injected  subcutaneously  into  the  abdominal  wall. 
During  the  day  the  patient's  state  became  more  and  more 
grave,  and  she  died  at  11.50  p.m.  A  pure  culture  of  the  plague 
bacillus  was  obtained  from  the  bubo  on  admission,  and  also 
from  the  blood.  On  examining  the  bubo  after  death,  no  plague 
bacillary  forms  which  did  not  bear  evidence  of  the  most  pro- 
found degeneration  could  be  discovered,  though  in  the  spleen 
and  other  organs  of  the  body  typical  uncultured  forms  were 
easily  seen." 

Post-morteui  examination,  18th  September,  1900,  by  Dr.  R. 
M.  Buchanan. 

"External  Appearance.— The  body  is  very  well  developed 
and  well  nourished.  The  abdomen  is  much  distended,  and 
presents  the  greenish  discoloration  of  commencing  putrefac- 
tion. With  this  exception,  the  general  surface  of  the  body  is 
pale.  There  is  a  slight  fulness  observed  over  the  area  of 
Scarpa's  triangle  on  the  right  side. 

"  Chest.— The  heart  is  of  firm  consistence.  Over  a  small 
area  at  the  apex  of  the  left  ventricle  there  is  a  group  of  small 
hasmorrhages,  under  the  pericardium,  extending  into  the  muscle 
superficially.  The  muscle  is  slightly  paler  than  normal,  and  a 
slight  degree  of  cloudy  swelling  is  evident.  The  valvular 
structures  are  normal. 

"  The  lungs  are  hyperaemic  posteriorly  and  cedematous. 
"  Abdomen.— The  liver,  spleen  and  kidneys  are  hypersemic. 
"  The  uterus  in  its  form,  size  and  position  is  characteristic  of 
recent  delivery.     It  is  firmly  contracted,  and  the  internal  sur- 
face is  lined  by  a  filmy  coating  of  blood  clot. 

"  Glands.— The    right    inguinal    glands    are    considerably 
enlarged.      The    vertically  disposed  glands,  together   with   a 
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retroperitoneal  (lower  Uiac)  gland  form  a  chain,  in  which  each 
gland  18  very  gimilar  in  size  and  appearance.  On  section  thev 
are  found  to  be  fully  half  an  inch  in  diameter,  while  the  out 
surfaces  are  of  firm  consistence,  inteusely  hyper»mic  and 
darkly  mottled.  The  surrounding  tissues  are  cedematous  but 
free  from  haemorrhage.  The  retroperitoneal  gland  is  the  largest 
of  the  group  m  virtue  of  its  elongated  shape.  The  prevertebral 
glands,  m  th^  same  way,  are  also  notably  affected.  The  glands 
generally,  including  those  of  the  mesentery,  are  shghtly  enlarged 
and  hyperaemic. 

"  History  of  the  Baby.—Baby  M..  born  in  hospital,  16th  Sep- 
tember  at  4.30  a.m.  Though  the  mother  had  a  blood  infection 
of  B.  pestis  (V.S.),  the  placenta  showed  no  macroscopic  lesion 
At  birth  the  child  was  completely  asphyxiated,  and  no  spontan- 
eous attempt  at  respiration  was  made  for  almost  three-quarters 
of  an  hour. 

"  For  eight  days  the  child  seemed  to  l)e  quite  well,  but  on  the 
ninth  day  it  was  observed  that  the  neck  seemed  rigid,  and  on 
examination  some  induration  was  discovered  on  the  left  side  of 
the  neck  high  up.  at  the  posterior  border  of  the  sterno  mastoid 
Next  day  a  few  isolated  glands  could  be  felt,  about  the  size  of 
a  pea,  in  the  above-mentioned  situation,  and  the  group  of 
Klands  lying  in  the  anterior  triangle  oi  the  neck  were  by  this 
time  also  affected.  On  the  right  side  there  were  also  some 
enlarged  lymphatic  glands,  but  not  so  large  as  those  on  the 
left  side.  The  temperature,  which  had  previously  not  risen 
above  99-6"  F..  rose  on  this  morning  to  101°  F.  Next  day  the 
ciiild  refused  its  food,  and  vomited  frequently.  The  child 
•apidly  sank,  and  died  on  the  following  afternoon." 

Scarlet  Fever.— If  the  attack  be  a  severe  one,  scarlet  like 
other  fevers,  is  very  likely  to  cause  a  premature  termination  to 
the  pregnancy,  .i^n  ordinary  mild  attack  will  probably  neither 
nitiuence  the  pregnancy,  nor  will  the  disease  be  influenced  bv 
the  woman's  condition.     It  has  been  asserted  that  pregnant 
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women  are  not  very  susceptible  to  scarlet  fever  infection,  but 
this  is  doubtful.  The  disease  is  usually  contracted  in  child- 
hood, and,  as  one  attack  is  generally  protective,  most  child  bearing 
women  are  to  a  very  large  extent  immune  to  it.  It  is  a  much 
rarer  disease  in  pregnancy  tha  i  enteric. 

Prognosis, — This  will  certainly  be  somewhat  graver  than  in 
non-puerperal  cases,  but  the  risk  is  not  very  much  greater. 

I  am  indebted  to  Dr.  .Tames  Todd  for  notes  of  the  two 
following  cases : — 

Case  I.  Premature  Labour. — M.  B.,  unmarried,  jet.  nine- 
teen, i.-para,  seven  months  pregnant.  The  foetus  had  been 
dead  for  some  time.  Three  days  after  the  confinement  the 
patient  was  seized  with  sickness,  vomiting,  and  sore  throat. 
Next  morning  the  rash  was  seen. 

On  admission  to  the  Fever  Hospital,  on  the  fourth  day  of 
the  puerperium,  a  dull  red  distinctly  punctate  rasli  was  seen 
over  the  chest  and  arms,  but  fainter  and  more  papular  on  the 
legs.  There  was  a  diffuse  blush  over  the  abdomen.  The  thrc  it 
was  congested  and  the  glands  not  enlarged.  The  tongue  had 
a  distinct  thick  yellowish  fur  on  its  dorsum,  with  papillue  show- 
ing through  at  the  tip. 

The  heart  was  normal. 

The  abdomen  was  flaccid,  with  no  tenderness  anywhere. 
The  uterus  was  ill  defined.  The  cervix  was  high,  and  the  os 
patulous  and  mit.     The  discharge  had  a  strong  odour. 

Shortly  after  admission  the  patient  began  to  vomit,  and  her 
pulse  became  soft  and  rapid.  She  complained  of  headache, 
and  was  dull  mentally,  rambling  at  times.  Her  urine  and 
fieces  were  passed  in  bed. 

On  the  fifth  day  of  the  puerperium  she  was  quite  unconscious, 
vonrw*a>g  everything.  Her  temperature  was  102-2°  F.,  and  the 
pulse  v#^y  rapid  and  soft. 

Under  chloroform  the  uterus  was  explored.  The  cavity  was 
about  half  the  size  of  a  uterus  immediately  after  deliver}. 
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Soft  tissue  was  found  in  the  upper  part,  and  about  a  table- 
spoonful  easily  removed.     It  appeared  to  be  placental  tissue 
The  uterus  was  flushed  out  with  1  in  60  carbolic  lotion.      The 
patient  stood  the  chloroform  well. 

On  the  sixth  day  of  the  puerperium  she  tecamo  rapidly 
worse.  In  the  afternoon  she  had  a  rigor  which  lasted  about 
five  minutes.  She  died  at  2.55  a.m.  on  the  seventh  day  of 
the  puerperium. 

Unfortunately,  no  post-mortem  examination  was  obtained. 
There  was  undoubtedly  an  element  of  septicromia  present,  but 
the  fever  was  probably  of  a  malignant  type,  as  the  patient's 
little  sister,  fifteen  months  old.  sickened  with  a  sore  throat,  and 
died  two  days  later  without  a  rash  appearing. 

Case  II.  Abort ion.—Mrs.  R.,  multipara,  rot.  twenty-six, 
Amenorrhoea  had  lasted  two  months. 

This  patient  had  aborted  at  the  end  of  the  second  month,  two 
days  before  she  had  been  seized  with  sickness,  vomiting,  head- 
ache,  and  sore  throat.  The  rash  had  been  seen  on  the  fifth 
day. 

She  was  admitted  to  the  Fever  Hospital  on  the  eighth  day 
of  her  illness.  The  rash  was  then  fading  and  desquamation 
commencing  on  the  neck.     Her  temperature  was  101-4    F. 

The  disease  mn  an  ordinary  course,  and  she  was  dismissed 
well  in  about  sev(Mi  weeks. 

In  this  case  the  patient  had  done  a  heavy  washing  the 
day  before  slie  aborted,  so  that  the  scarlet  fever  had  probably 
nothing  to  do  with  causing  it.  It  was  two  days  after  the 
al)ortion  before  she  sickened  with  the  fever. 

Diphtheria.— I  have  never  seen  a  case  of  diphtheria  in  a 
pregnant  woman,  and  it  seems  to  be  very  rare,  but  it  is  oc- 
casionally found  during  the  puerperium.  The  typical  exudate 
containing  the  Klebs-LotHer  bacillus  will  be  found  on  the 
vaginal  mucous  membrane  as  well  as  upon  the  pharynx. 

Wlien  I  was  in  charge  of    the  West  End  Braucli  of    the 
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Maternity  Hospital  I  saw  a  case.  A  day  or  two  after  delivery 
the  patient's  temperature  rose,  and  I  discovered  a  diphtheritic 
exudation  on  the  vaginal  mucous  membrane.  The  throat  also 
showed  typical  patches.  The  source  of  infection  was  easily 
traced,  as  there  had  been  a  case  of  diphtheria  in  the  house  a 
short  time  before.  The  patient  was  removed,  so  I  could  not 
follow  up  the  case. 

8epticu3mia  is  very  likely  to  arise  in  such  cases.  The 
Klebs-Loffler  bacillus  has  occasionally  been  found  in  the 
discharges  in  cases  of  septicaemia  where  diphtheria  was  not 
suspected.  The  relationship  between  the  two  diseases  seems 
very  close. 

When  the  bacillus  is  found  the  antidiphtheritic  serum 
should  be  used  at  once. 

Measles — If  the  attack  is  a  mild  one  the  disease  will  probably 
run  an  ordinary  course,  and  the  pregnancy  be  unaffected.  On 
the  other  hand,  in  severe  attacks  there  is  considerable  risk  of 
expulsi  -t>  of  the  uterine  contents.  Nearly  half  of  the  severe 
cascL  a'-  ^id  to  end  in  this  way.  Occasionally  the  child  is 
born  with  the  rash  upon  it.  In  cases  of  delivery  during,' 
an  attack,  there  is  said  to  be  a  tendency  to  post-partuin 
hiBmoiThage. 

As  a  complication  of  the  puerperiuui,  measles  was  held  by 
no  less  an  authority  than  Sir  James  Simpson  to  be  a  very 
serious  disease,  but  experience  in  our  hospital  does  not  bear 
this  out.  All  the  cases  we  have  had  have  run  an  ordinary 
course. 

Ca.se  /.  Full  Time  Labour.— A..  G.,  single,  set.  twenty- 
eight,  ii.-para,  had  been  working  in  the  hospital  for  several 
months  prior  to  her  confinement.  On  3rd  April  she  had  felt 
out  of  sorts,  but  had  showed  no  marked  coryza.  In  the  even- 
ing, labour  was  found  to  have  commenced,  and  the  rash  was 
noticed.  Her  temperature  was  99"  F.  The  labour  was  normal, 
lasting  nine  and  a  half  hours.     There  was  no  tendency  to  post- 
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pwtum  haemorrhage.  The  child,  a  female,  weighed  7^  lb 
Next  day  the  rash  wa«  well  out.  The  patient  was  kept  in 
hospital  for  three  days,  and  then  removed  to  the  measles  ward 
of  the  Fever  Hospital.  The  highest  point  the  temperature 
reached,  lOr  F.,  was  on  the  evening  of  the  first  day  of  the 
puerperium.  The  subsequent  course  of  the  disease  was  quite 
regular. 

The  child,  which  had  remained  with  her  during  the  three 
days  that  she  was  in  the  Maternity  Hospital  after  deUvery,  was 
taken  to  one  of  the  receiving  hou  es  and  kept  under  observation 
for  two  weeks.  It  remained  quite  well.  It  is  possible  that  it 
may  have  been  rendered  immune  to  the  disease,  just  as  the 
infants  in  the  two  small-pox  cases  already  referred  to,  were 
immune  to  vaccination.  My  experience  has  been  that,  when 
a  new-born  infant  is  exposed  to  the  infection  of  measles  immedi- 
ately after  birth,  the  disease  develops  very  rapidly,  and  the 
rash  appears  in  about  a  week.  Possibly  the  infection  takes 
place  through  the  stump  of  the  cord.  In  this  case,  however, 
no  rash  appeared,  although  at  that  time  we  had  no  separate  cots 
for  the  infants,  and  the  child  was  therefore  in  bed  with  the 
mother  for  three  days. 

Cass  II.  Full  Time  Labour. —In  this  case  the  patient  was 
exposed  to  the  infection  of  measles  on  the  day  when  labour 
commenced. 

A.  McK.,  single,  tet.  tliirty,  i.-para,  was  admitted  ilth 
iJecemljer,  and  delivered  12th  December.  The  child,  which 
weighed  9nb.,  was  delivered  by  forceps,  as  the  second  stage  of 
labour  was  prolonged.  The  perineum  was  slightly  ruptured 
and  required  two  stitches.  The  puerperium  was  perfectly 
normal  until  the  seventh  day,  when  the  temperature  rose  from 
99'  F.  in  the  morning  to  101"  F.  in  the  evening.  Until  the 
thirteenth  day,  the  temperature  was  never  below  100"  F.,  and 
on  the  evening  of  the  eleventh  day  it  reached  its  highest  point, 
10;i'4   F.     On  the  morning  of  the  thirteenth  day  it  fell  to  99" 
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v.,  and  ahe  wa»  found  to  be  covered  with  a  cnpiouH  measles  nwh, 
which  had  come  out  during  tho  ni«ht.  During  all  thcso  dayn 
she  had  never  complainetl  of  any  npocial  {min  or  diHOomfort, 
except  from  the  heat.  The  lixihia  wore  nweet.  and  involution 
of  the  uterus  had  gone  on  Hteadily.  She  had  never  shown  any 
MigUH  of  coryza.  I  was  at  a  loss  to  account  for  the  tempei-a- 
ture,  but  felt  sure  that  it  was  not  due  to  septic  absorption. 
The  incubation  stage  had  lasted  exactly  fourteen  days.  It 
was  only  after  the  rash  had  developed,  that  we  found  out 
that  a  chiM  had  siokene<l  with  measles,  in  the  house  the 
patient  was  staying  in,  the  very  morning  Injfore  she  came  into 
hospital. 

She  was  removed  to  the  measles  ward  of  the  Fever  Hospital, 
where  the  disease  ran  an  ordinary  course.  Her  infant  had  Iwen 
taken  away  by  her  friends,  and  I  was  unable  to  rtnd  out 
whether  or  not  it  developed  the  disease. 

In  l)oth  of  these  cases  it  is  remarkable  that  the  cory/al 
indications  were  absent. 

Influenza.— Unfortunately,  the  term  influenza  is  often  very 
loosely  applied  to  all  forms  of  feverish  colds.  An  influenzu 
cold  is  not  a  serious  complication  of  pregnancy,  but  the  true 
influenza  is.  The  risk  to  the  patient,  especially  if  a  pulmonary 
complication  arises,  is  very  great.  The  uterine  contents  may, 
not  improbably,  Imj  expelled,  and  the  patient  die  within  a  few 
days,  or  death  may  occur  without  an  interruption  of  the  preg- 
nancy. 

Case  /.—Mrs.  D.,  v.-para,  a't.  thirty-seven,  eight  months 
pregnant,  began  to  suffer  from  severe  headache,  pains  through- 
out her  body,  and  feverishness.  For  two  days  she  treate.l 
herself,  but  on  the  third  day  I  was  called  to  see  her,  as  her 
breathing  had  become  embarrassed.  I  found  her  very  ill.  witli 
a  temperature  of  103  F.  and  a  pulse  of  120.  Her  abdomen 
was  very  m-ich  distended.  The  uterus  was  as  large  as  a  full 
time  one,  from  excessive  liquor  amnii.     Her  legs  were  swollen. 
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At  the  b.M»e  of  the  ri«ht  lun«  there  wag  evi'lenoe  of  commencing 
consolidation. 

The  jMitient  y/M  very  restless  and  could  not  K«t  nleep.  Her 
urine  was  free  from  allnimin. 

In  spite  of  most  active  treatment  the  patient  xot  no  relief. 
The  temperature  remained  very  high,  and  at  the  time  when  the 
crisis  should  have  occurred  there  was  no  fall.  Instead  of  a 
crisis,  the  pneumonia  npread  to  the  left  lung,  and  the  patient 
died  on  the  twelfth  day  after  the  on8«ft  of  the  pnoumoniii.  I 
was  unable  to  deterinino  whether  or  not  the  fcotus  had  died 
previous  to  the  mother,  as  it  was  iinixjssible  to  make  ii  proj)er 
examination.  The  uterus  remained  <|uie8cent,  and  showed  no 
indication  of  expelling  its  contents. 

In  reference  to  these  cases  of  specific  fevers  in  pregnancy  and 
tlie  puerperium,  an  imjuirtant  (luestion  aiises  in  regard  to 
puei'iKiral  fever.  Will  the  infection  of  any  of  the  fevers  give 
rise  to  puerperal  fever  ?  I  do  not  think  it  will  of  itself,  hut  a 
imtient  suffering  from  any  of  the  fevers  is  a  most  favourable 
subject  for  the  germs  of  puerperal  fever  to  work  ujx)!!.  There 
can  l)e  no  doubt  that  septicwmia  is  very  prone  to  arise  in  such 
cases.  The  high  temperature  and  the  low  vitality  of  the 
IKVtienf  s  tissues  are  most  powerful  predisjwsing  factors,  in  favour 
of  septic  invasion. 

Erysipelas,  I  believe,  will  give  rise  to  puerperal  fever,  because 
th.-  micro-organisms  are  identical ;  l)ut  in  the  other  cases  where 
the  micro-organisms  are  quite  distinct,  the  one  cannot  change 
into  tlie  other,  but  may  assist  the  other,  by  preparing  the  way 
for  its  entrance. 

In  treating  cases  of  fever  after  the  uterus  has  emptied  itself, 
or  has  been  emptied  artificially,  the  most  absolute  aseptic  pre- 
cautions should  be  taken,  both  at  the  time  and  subsequently,  to 
guard  against  sepsis. 

If  a  practitioner  is  attending  fever  cases  should  he  attend 
confinements?     If  he  is  seeing  many  fever  cases,  especially 
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erysipelas,  I  think  he  should  refram  from  midwifery  work.  A 
general  practitioner,  who  is  seeing  an  occasional  fever  case, 
cannot  very  well  help  himself,  but  before  going  to  a  confine- 
ment after  seeing  a  case  of  fever,  he  should  be  careful  to 
change  his  clothes  and  thoroughly  disinfect   his   hands   and 
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LABOUR  AND  ITS  MECHANISM. 

Powers— Passages— Passenger— Diameters  of  the  Pelvis— Planes  of  the 
Pelvis— Inclination  of  the  Pelvis— Attitude  of  the  Foetus— Presenta- 
tion—Position—The Fcetal  Head— Sutures— Fontanelles— Diameters 

of  the  Foetal   Head— Stages  of  Labour— Premonitory  Symptoms 

False  and  True  Pains— The  First  Stage  of  Labour— The  Second  Stage 
—The  Third  Stags— Effect  of  Labour  on  the  Child— Caput  Succe- 
daneum— Duration  of  Labour— Normal,  Laborious,  Prceternatural, 
Complex,  Missed  Labour— The  Mechanism  of  Labour. 

By  the  term  labour  is  meant  the  expulsion  of  the  uterine 
contents.  It  is  a  mature  or  full-time  labour  when  the  foetus 
has  reached  its  full  development,  and  a  premature  labour  if 
before  full  time,  but  not  before  the  fcEtus  is  viable,  i.e.,  from 
the  seventh  month. 

The  three  principal  factors  concerned  in  labour  are  the 
powers,  the  passar/es,  and  the  passenger. 

The  pnmanj  powers  are  the  contractions  if  the  uterus, 
while  the  secondary  powers  are  the  contractions  of  the  ab- 
dominal muscles.  The  primary  powers  are  involuntary,  while 
the  secondary  are  voluntary,  but  towards  the  end  of  labour 
they  too  become  practically  involuntary.  The  primary  powers 
are  concerned  first  with  dilating  the  lower  uterine  segment  and 
the  cervix,  and  second  with  expelling  the  uterine  contents. 
The  secondary  powers  take  no  part  in  the  dilatation,  but  ma- 
terially assist  in  the  expulsion.  The  weight  of  the  uterine 
contents  assists  by  gravity,  especially  during  the  early  part  of 
labour,  if  the  woman  stands  or  walks  about. 
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The  passages  are  the  lower  uterine  segment,  the  cervix,  the 
vagina,  and  the  bony  pelvis  round  all. 

The  passenger  is  the  fcetus  with  placenta  and  membranes. 

Diameters  op  the  Pelvis. 
External  Diameters.— The  most  important  are  the  inter- 
oristal— the  distance  between  the  widest  part  of  the  iliac 
crests;  the  interspinous— the  distance  between  the  anterior 
superior  spines ;  and  the  antero-posterior  or  external  conjugate 
—the  distance  between  the  tip  of  the  last  lumbar  vertebra  and 


Fig.  1.— Brim  of  pelvis,  showing  the  conjugatu,  oblique,  and  transverse 
diameters  (Playfair). 

the  front  of  the  symphysis  pubis  (Baudelocque's  diameter). 
These  measurements  are  made  by  means  of  calipers.  The 
intercristal  one  should  be  about  11  in.  and  the  interspinous 
about  10  in.  They  vary  according  to  the  size  of  the  pelvis, 
but  in  a  properly  shaped  pelvis  there  should  be  about  1  in^ 
difiference  between  them.  Baudelocque's  diameter  should  be 
about  7^  in.,  but  it  is  of  very  little  importance. 

Internal  Diameters.— These  are  taken  at  the  brim,  iu  the 
cavity  and  at  the  outlet.  They  are  four  in  number,  vu.,  the 
antero-posterior  or  conjugate,  two  obliques  (right  uad  left). 
and  the  transverse. 
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At  the  brim,  the  antero-posterior  or  conjugate  is  measured 
from  the  centre  of  the  top  of  the  sacral  promontory  to  the 
centre  of  the  top  of  the  symphysis  pubis.  The  right  oblique 
IS  measured  from  the  right  sacro-ihac  joint  to  the  left  ilio- 
pectineal  eminence.  The  left  is  measured  from  the  left 
sacro-iliac  joint  to  the  right  ilio-pectineal  eminence  The 
right  is  slightly  longer  than  the  left,  but  the  difference  is  very 
shght.  •' 

The   transverse  is  measured  from  the  middle  of  the  l,rim 
of  one  side  to  the  same  point  on  the  other  side.^ 

In  the  cavity,  the  same  measurements  can  be  taken  about 
Its  centre.     In  a  normal  pelvis  they  are  all  about  equal. 

At  the  outlet,  the  conjugate  is  measured  from  the  tip  of 
the  coccyx  to  the  under  edge  of  the  symphysis  pubis  As 
the  coccyx  is  usually  more  or  less  movable,  this  diameter  can 
be  mcreased  by  pressing  the  coccyx  backvvards. 
There  is  no  fixed  point  from  which  to  measure  the  ol)liques 
The  transverse  is  measured  from  the  back  part  of  one  ischial 
tuberosity  to  the  same  point  on  the  other. 

The  following  table  gives  the  measurements,  in  a  form  in 
which  they  can  be  easily  remembered.  These  diameters  are 
slightly  less  than  the  ones  usually  given.  They  may  be  taken 
as  representing  the  s.nallest  normal  pelvis.  Anvthing  less  than 
these  show  that  the  pelvis  is  a  contracted  one. 


Brim   - 

Cavity 

Outlet 


Ci'iijiijfati'. 

4  ill. 

5  .. 


(>l)lii|iie.>4. 
ih  in. 

4  „ 


I'miisversf. 
5    in. 

H    „ 
4      .. 


You  will  notice  that  the  smallest  diameter  at  the  brim   the 
conjugate,  becomes  the  largest  at  the  outlet,  while  the  largest 
at  the  bnm.  the  transverse,  becomes  the  smallest  at  the  outlet 
The  obliques  can  only  be  measured  at  the  brim  and  in  the 

me'tfrT«'^o„'*°  ^''  "°'°"'  '''*°*''^  °"*  *^«  '^'''  '^'^^  ^^e  transverse  dia- 
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cavity,  but  it  is  oonvenient  to  consider  them  the  same  at  the 
outlet  as  at  the  brim  and  in  the  cavity. 

Planes  of  the  Pelvis. — If  you  were  to  place  a  saw  on  the 
ilio-pectineal  line,  and  cut  right  back  through  both  iliac  bones, 
following  the  line  all  the  way  back  to  the  top  of  the  promontory, 
the  saw  would  nass  along  the  plane  of  the  brim.  Or,  if  you 
cut  a  piece  of  paper  the  exact  shape  of  the  brim,  and  place  it 
in  the  brim,  it  would  lie  exactly  in  the  plane.  If  hundreds  of 
these  sheets  of  paper  were  placed  in  the  cavity,  they  would 
represent  the  different  planes,  and,  in  the  same  way,  one  in  the 
outlet  would  represent  the  plane  of  the  outlet.  The  plane  of 
the  outlet  is  not  parallel  to  that  of  the  brim,  because  the  pelvic 
canal  is  not  straight  but  curved,  the  posterior  wall  being  very 
much  longer  than  the  anterior. 

Inclination  of  the  Pelvis.— The  l)rim  makes  with  the 
horizon  an  angle  of  about  54".  In  the  erect  posture  the  an- 
terior superior  iliac  spines  and  the  top  of  the  symphysis  are 
in  one  perpendicular  plane,  i.e.,  the  superior  spines  lie  directly 
above  the  upper  margin  of  the  symphysis,  the  acetabular 
notches  look  directly  downwards,  and  the  tip  of  the  coccyx 
is  slightly  above  the  apex  of  the  pubic  arch.  Seeing  the 
dried  disarticulate  pelvis,  one  is  very  apt  to  forget  this,  and 
to  think  of  it  as  being  placed  at  right  angles  to  the  spine. 
The  Axis  of  the  Pelvis. — An  axis  to  a  plane  is  a  hne 
drawn  at  right  angles  to  the  centre  of  the  plane.  If  we  were 
to  find  the  axis  of  each  of  the  large  number  of  planes  of  the 
pelvis,  from  brim  to  outlet,  and  then  connect  all  these  points,  we 
would  get  a  curved  line,  running  through  the  pelvic  cavity, 
midway  between  its  walls.  This  is  the  axis  of  the  pelvis,  and 
it  indicates  the  direction  to  be  travelled  by  the  presenting  part 
of  the  child,  during  labour.  In  the  living  nerson  the  direction 
of  the  axis  of  the  brim  is  represented  by  a  hue,  drawn  from  the 
umbilicus  to  the  tip  of  the  coccyx.  Taking  the  plane  of  the 
outlet  as  extending  from  the  lower  border  of  the  symphysis  to 
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tha  tip  of  the  coccyx,  the  axis  of  the  outlet  will  run  from  the 
promontory  directly  downwards.     In  the  Hving  subject,  how- 
ever,   the   vulvar  opening    lies   consideral)ly   farther   forward 
than  this,  and  its  axis  runs  very  much  farther  forward.     The 
axis  of  the  outlet  is  practically  at  right  angles  to  that  of  the 
brim.      In  delivering  with  forceps,  etc.,  it   is  of  very   great 
importance  to  remember  the  direction  of  the  different  axes,  so 
as  to  apply  traction  in  the  right   direction,    viz.,  downwards 
and  well  back  at  the  brim,  and  then  coming  gradually  forwards, 
until  finally  you  are  pulling  at  right  angles  to  the  line  of  your 
first  traction.    This  curved  axis  is  known  as  the  curve  of  Cams. 
Attitude  of  the  Foetus.— By  this  is  meant  the  relation 
of  the  different  parts  of  the  fcetus  to  each  other.     The  foetus  is 
di.vreloped  in  an  attitude  of  flexion.     The  head  and  arms  are 
flexed  on  the  chest,  the  thighs  on  the  body,  the  legs  on  the 
thighs,  and  the  feet  on  the  front  of  the  legs,  while  the  trunk 
itself  bends  forwards.     This  arrangement  allows  of  the  pack- 
ing of  the  foetus  into  as  small  a  space  as  possible.    For  a  short 
time  after  birth  this  tendency  to  flexion,  especially  of  the  thighs, 
feet  and  legs,  will  persist. 

The  presentation  of  the  foetus  is  usually  defined   as  the 
part  which  Ues  over  the  os  uteri,  and  is  that  part  which  is 
felt  by  the  examining  finger,  e.;/.,  vertex,  or  head  presentation, 
transverse,  or  shoulder  presentation,  breech  presentation,  face 
presentation,  etc.    A  better  way  to  treat  of  presentations  would 
be  to  divide  them  into  two  main  divisions,  viz.,  longitudinal 
and  transverse,  and  define  the  presentation  as  the  relation  of 
the  long  axis  of  the  footus  to  the  long  axis  of  the  mother.     In 
longitudinal  presentations,  the  axes  would  correspond,  while 
in  transverse,  they  would  be  more  or  less  at  right  angles.    The 
longitudinal  ones  would  be  again  divided  into  two  main  sub- 
divisions, according  to  which  pole  of  the  foetus  came  first,  head 
or  breech,  and  the  transverse  into  dorso-anterior  and  dorso- 
posterior. 
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The  position  of  the  foetus  means  the  relation  which  the 
presenting  part  bears  to  the  pelvis.  There  are  four  principal 
positions,  right  and  left  anterior,  and  right  and  left  posterior, 
according  as  the  presenting  part  lies  to  the  right  or  left  side  of 
the  pelvis,  to  the  front,  or  to  the  back. 

The  attitude  of  the  foetus  is  practically  always  the  same, 
more  or  less  flexed,  but  the  presentation  and  position  fre- 
quently change  during  pregnancy.  In  the  vast  majority  of 
cases  it  is  the  head  which  presents,  most  frequently  with 
occiput  coming  first,  turned  towards  the  left  side  and  front 
of  the  pelvis,  i.e.,  in  the  left  anterior  position. 

The  Foetal  Head.— The  foetal  skull  differs  from  the  adult 
one  in  the  bones  not  being  firmly  united  together.  The  mem- 
branous union  allows  of  considerable  moulding  of  the  head  as 
it  passes  through  the  pelvis.  The  occipital  bone  can  slip  under 
the  posterior  end  of  the  parietals,  and  the  frontals  under  the 
anterior  ends,  thus  lessening  the  antero-posterior  diameter  of 
the  head,  while  one  parietal  can  slip  over  the  other  and  lessen 
the  transverse  diameter. 

There  are  four  sutures,  viz.,  the  frontal,  between  the  two 
frontal  bones  ;  the  sagittal,  between  the  two  parietals  and  con- 
tinuous back  from  the  ./Vo«^ai;  the  coroiinl,  between  the  parietals 
and  frontals;  the  lambdoidal,  between  the  parietals  and  the 
occipital  bone.  Where  the  coronal  suture  crosses  the  junction 
of  the  frontal  and  sagittal  sutures,  there  is  a  lozenge -shaped 
membranous  space,  the  anterior  fontanelle  or  bregma,  and  at 
the  posterior  end  of  the  sagittal  suture  where  it  meets  the 
angle  of  the  lambdoidal,  there  is  a  mucJi  smaller  triangular 
space,  the  posterior  fontaneUe.  It  is  important  to  be  able 
to  recognise  the  fontanelles  by  touch,  so  as  to  make  out 
the  position  of  the  head.  The  anterior  is  the  larger,  is  lozenge- 
shaped,  and  has  four  sutures  ninning  out  from  it,  viz.,  the 
frontal,  sagittal,  and  the  halves  of  the  coronal.  The  posterior 
one  is  the  smaller,  is  triangular  in  shape,  can  be  enlarged  by 
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depressing  the  tip  of  the  oooipital  bone,  and  has  three  sutures 
running  out  from  it,  viz.,  the  sagittal  and  the  two  halves  of  the 
lambdoidal. 

The  portion  of  the  top  of  the  head  lying  between  the  two 
fontanelles  is  known  as  the  vertex. 


DiAMKTEBB   OF    THE    FcETAL    HeAD. 

The  longest  antero-posterior  diameter,  the  occipito-mental , 
is  measured  from  the  tip  of  the  occipital  bone  to  the  tip  of  the 
chin  (5  in.) ;  the  next  in  length,  the  occipito-frontal,  is  from 
the  occiput  to  the  root  of  the  nose  (4^  in.) ;  while  the  shortest, 
the  sub-occipito-bregmatic,  extends  from  the  nape  of  the  neck 
to  the  anterior  fontanelle  (4  to  3^  in.).  The  sub-occipito- 
bregmatic  measures  4  in.  when  the  head  is  not  flexed,  as  the 
front  end  of  the  diameter  is  then  taken  from  the  front  of  the 
anterior  fontanelle,  but  when  the  head  is  much  flexed  it 
measures  3i  in.,  a-  the  front  end  then  lies  at  the  back  part  of 
the  fontanelle.  Tue  greater  the  amount  of  flexion  of  the  head 
the  shorter  this  diameter  is.  The  importance  of  this  will  be 
seen  when  we  deal  with  labour. 

Transverse  Diameters . — The  bipaiietal  is  measured  be- 
tween the  widest  parts  of  the  paiietals  (3^  in.),  and  the  bitein- 
jinral  between  the  temples  (2|  in.;. 

Vertical  Diameters. — The  front o-mental  is  measured  from 
the  chin  to  the  top  of  the  forehead  (3  in.;,  and  the  cervico- 
hrcijmatk-  from  behind  the  angle  of  the  jaw  to  the  anterior 
fontanelle.     The  vertical  diameters  are  the  least  important. 

All  these  diameters  can  be  considerably  lessened  by  the 
moulding  of  the  head  during  abour.  By  this  I  do  not  mean 
that  they  will  all  be  lessened  in  each  case,  because,  as  a  matter 
of  fact,  while  some  are  lessened  others  must  necessarily  be  in- 
creased. It  will  depend  upon  the  way  in  which  the  head  pre- 
sents, as  to  which  diameters  will  be  lessened  and  which  in- 


lao 


CLINICAL  OBSTETRICS. 


creased.  Some  heads  are  broader  than  others  and  do  not 
mould  so  well,  while  others  are  much  longer  (dolioho-cephalio). 
The  head  of  a  male  is  usually  slightly  larger  than  that  of  a 
female.  Among  highly  civilised  races  the  heads  are  larger 
than  among  savages.     This  is  one  reason  why  labour  among 


Fig.  2.— The  foetal  skull  (Fothergill). 
O.M.  =  Occipito-mental  diameter.  B.T.  =  Bitemporal  diameter. 

b.O.B.  =  Sub-occipito-bregmatic  diameter.        B.  P.  =  Biparietal  diameter. 
O.F.  =  ()ccipito-froutal  diameter.  V.     =  Vertex. 

civilised  women  is  much  more  difficult  than  among  primitive 
people,  and  also  why  labour  among  savage  women  is  much 
more  difficult  when  the  children  are  half-breeds. 

Stages  of   Labour. — For   convenience,  labour   is   usually 
divided  into  three  distinct  stages. 
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The  .tint  .sta>je,  or  that  of  dilatation,  lasts  from  the  oom- 
mencem«nt  of  true  labour  pains  until  the  os  uteri  is  fuUv 
dilated.  ^ 

The  second  Hta,,e,  or  that  of  expulsion,  lasts  from  the  full 
dilatation  of  the  os  uteri  until  the  child  is  born. 

The  third  ,ta;,e,  or  that  of  delivery,  lasts  from  the  birth  of 
the  child  until  the  placenta  and  membranes  are  expeUed 

Premonitory  Symptoms—During  the  last  two  or  three 
weeks  of  pregnancy,  the  uterine  tumour  sinks,  and  allows  of 
greater  ease  in  breathing,  but  pressure  upon  the  bladder  and 
rectum  will  be  increased,  so  there  will  be  frequency  of  mic- 
ourition  and  an  increase  of  constipation,  and  the  patient  may 
have  some  difficulty  in  walking,  and  her  legs  may  swell  some- 
what from  the  increased  pressure.  This  is  known  to  women 
lis  "  the  hghtening  before  labour  ". 

The  cervix  becomes  shortened,  or  taken  up  into  the  uterine 
cavity,  by  the  gi-adual  expansion  of  the  lower  uterine  segment 
At  the  same  time  there  will  be  an  increase  in  the  mucous  dis- 
charge from  the  vagina,  which  becomes  blood-stained  at  the  onset 
of  actual  labour,  constituting  what  is  known  as  the  "  shows  " 

Many  patients  are  troubled  with  pains,  especially  at  night 
for  the  last  two  or  three  weeks.     These  are  sometimes  so  bad 
that  the  patient  imagines  the  labour  has  actually  commenced. 
These  pains  are  known  as  /al,e,  while  the  proper  labour  pains 
are  known   as   tnce   pains.     It    is    important   to    be  able  to 
distinguish  between  them.     True  pains,  or  contractions,  cause 
dilatation  and  during  their  occurrence  the  presenting  part  will 
e  felt  to  be  forced  down  against  the  os ;  the  bag  of  mem- 
bianes  ^.m  become  tense.     False  pains  have  no  effect  in  this 
way.     They  are  generally  caused  by  irritation  in  the  bowels 
or  from  an  overdistended  bladder,  or  from  the  patient  being 
overfatigued.  from  standing  too  long.     They  recur  at  irregular 
n tervals.  and  the  uterus  does  not  harden  regularly,  as  when 
tne  true  pains  are  on. 
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Dttkjnoiii. — A  vaginal  examination  during  a  false  pain  will 
show  that  the  os  uteri  is  not  being  dilated,  neither  is  the 
presenting  part  being  pressed  down. 

Treatment.— ¥a,Ue  pains  do  not  assist  labour.  They  cause 
much  suffering  to  the  patient,  and  should  therefore  be  relieved. 
Remove  the  cause  by  attending  to  the  bowels  or  bladder,  and 
then  give  an  opiate. 

The  First  Stage  of  LalMur. — Tnie  pains  are  first  felt  in 
the  abdomen  at  intervals  of  perhaps  half  an  hour  or  even 
longer.  The  word  pains  is  used  as  synonymous  with  uterine 
contractions.  At  first  the  pains  recur  every  half-hour  or  so, 
but  as  labour  advances  they  become  much  more  frequent  : 
every  fifteen  or  ten  minutes,  and  then  every  five  minutes,  and 
finally  every  three  or  four  minutes.  Between  the  pains  there 
is  complete  rest  and  the  patient  will  often  drop  off  to  sleep. 
This  rest  is  a  wise  provision  of  nature.  If  the  pains  were 
continuous,  the  woman  would  quickly  become  exhausted,  and 
the  foetus  would  be  killed  by  the  continuous  pressure.  As 
they  increase  in  strength  and  frequency,  the  patient  logins  to 
feel  them  in  her  back  and  shooting  round  towards  the  front. 
If  you  place  your  hand  upon  the  abdomen  during  a  pain,  you 
will  feel  the  uterus  harden  and  come  forwartl 

During  the  first  stage  the  pain  feels  of  a  g  /ing  or  grindinjf 
nature.  Some  women  suffer  greatly,  whilr  <  chers  again  seem 
to  suffer  very  little  and  tjive  practically  no  indication  of  what  is 
going  on,  except  perhaps  by  a  drawing  together  of  the  face. 
Most  patients  are  restless  and  cry  out  a  ^'ood  deal.  Durinji 
this  time  canaUsation  of  the  lower  part  of  the  uterus  and  cer\'ix 
is  taking  place,  '"he  lower  uterine  segment  stretches,  and  the 
membranes  attached  to  it  get  separated,  and  project  through 
the  opt  ng  OS,  as  the  baij  of  membranes  or  forewaterfi.  The 
bag  of  membranes  acts  as  a  splendid  dilator.  It  is  usually 
rounded  in  shape,  but  it  sometimes  projects  into  the  vagina  in 
a  sausage    shape   in   cases  of    malpresentation  or  contracted 
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Vhw.  Its  power  as  a  dilator  in  iheu  very  smaU.  The  con- 
tractions  of  the  lonxitudinal  fibres  of  the  uterus  tend  to  push 
the  uterine  contents  downwards,  and  at  the  same  time  pull 
open  the  os. 

If  a  vaginal  examination  is  made  during  a  pain,  the  bag  of 
membranes  will  be  felt  to  become  tense  and  the  lips  of  the 
cervix  firm. 

When  the  os  is  fully  dilated  the  membnnes.  as  a  rule 
rupture,  and  the  forewaters  escape.     The  whole  of  the  Uquor 
amnii  does  not  escape,  as  part  cf  it  is  dammed  back  by  the 
head  plugging  the  cervix,   but  in  transverse  or  breech  cases 
the  presenting  part  does  not  do  this,  so  the  whole  fluid  quickly 
escapes.     Sometimes  the  membranes  rupture  early,  even  before 
the  pams  come  on.  while  at  other  times  they  are  so  tough  that 
they  reqmre  to  be  i-uptured  artificially.     There  is  occasionaUy 
a  coUection  of  fluid  between  the  chorion  and  amnion,  and  the 
discharge  ol  this  may  lead  to  the  mistake  that  the  membranes 
have   ruptured,   while   in   reality    the  amnion    in  still   intact 
Occasionally  the  ovum  is  exoelled  intact,  i.e.,  with  the  child 
completely  enveloped  in  the  membranes.     They  must  be  torn 
at  once,  or  the  child  will  be  smothered.     Sometimes  the  child 
18  born  with  a  cap  of  membranes  over  its  head,  known  as  a 

caul  ■ .    The  well-known  superstition  as  to  thin  membrane  has 
hardly  yet  died  out  among  a  certain  class 

The  Second  Stage  of  Labour.-When  the  os  is  fully 
dilated  and  the  membranes  rupture.l,  the  second  stage  begins 
ihe  pains  now  become  stronger  and  more  frequent  The 
suffering  is  greater,  and,  at  the  moment  of  expulsion  of  the 
child,  may  become  so  great  that  the  woman  may  lose  control 
of  herself  for  a  little,  and  can  hardly  be  held  responsible  for 

t\T^7  .  ?'"  T  ^'  °^  "  ^''"•^'"«'  ^^•^"'^g  "^*"^«'  -°d  will 
be  specially  felt  m  the  back. 

nio^''"''!*^^  ^""^  '**8e  the  secondary  powers  come  into 
piay.      ThG  woman  holds  her  breath  and  contracts  her  abdom- 
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inal  muMleu  a    much  m  she  can,  in  making  expulsive  efforit. 
This  aMi«t»  it'«  ine  action  very  markedly. 

Third  Stage. — After  the  child  is  born  the  uteruH  retriwitH  and 
may  remain  (juiisient  for  a  few  minutes,  but  contractions  soon 
come  on  and  n*'  '  tion  increaseH,  until  the  placentii  and  uit^m- 
branes  are  >'!piua<<d  and  expelled.  A  primipara,  ^^  rule, 
will  not  '1  /  -  .v\}  more  pains  after  the  expulsion  of  the 
placenta  a.'  t  )<<  uiLiunes,  unless  u  portion  Ih  retained  in  ittero, 
but  in  sub  qu'ir  Kbours  they  will  continue  I.  r  from  twelve 
to  thirty-8i.x  ''01.)^  ifterwiTds.  und  i)e  eHpecially  severe  \<.hen 
the  child  is  .1    he  dui  •s 

Effect  o*  La'x  •  ^  i  the  Child. — Until  the  membranes 
rupture  and  he  liq  i'/  'nnii  escapes  the  child  does  not  suffer 
from  pressu  ,  as  th"  •luul  prevents  this;  therefore,  as  a  rule, 
there  is  no  pressure  u}ion  the  child  until  the  second  ~ 
If  the  second  sta^e  is  too  prolonged,  there  is  considerable  risk 
of  the  pressure  killing  the  child.  Xa  has  already  been  men- 
tioned, the  foetal  head  moulds  considerably  when  it  is  the 
presenting  part.  In  difficult  and  prolonged  labours  the 
moulding   will  be  marked. 

Caput  Succedaneum. — Besides  the  moulding  of  the  head 
there  is  always  more  or  less  swelling  of  the  scalp,  known  as 
the  caput  nuccedatieum.  This  forms  on  the  part  which  presents 
or  lies  free  in  the  os.  Tliis  part  is  not  supported,  therefore 
the  pressure  from  above  forces  tlie  serum  of  the  blood  into  it, 
and  causes  it  to  swell.  The  position  uf  the  caput  succedaneum 
differs,  according  to  tiie  position  of  the  presenting  part.  We 
thus  have  several  swellings,  forming  as  the  head  changes  position, 
during  its  movement  through  the  pelvis,  but  they  finally  all  come 
to  be  merged  into  one.  In  vertex  presentations  this  is  over  the 
Ijack  part  of  tiie  parietal  bone,  which  lies  to  the  front.  When 
any  part  of  the  child,  other  than  the  head,  presents,  the  swelling 
will,  of  course,  be  on  the  part  which  presents,  and  not  on  the 
head. 
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In  ft  few  days  the  head  usually  «ain«  itH  normal  iihape  and 
th*  oaput  Hucce<laneum  di8api)eftra.  but.  until  it  han  disappeared, 
om  can  jud^e  from  it  in  what  way  the  child  hai  presented. 

Duration  of  Labour.— A  normal  Uboui  should  not  last 
more  than  twenty-four    hourn    from   the  onset  of  true  labour 
pams       Twelve  hours  is  alwut  an  averaKe  .luration.      It  is 
usually  longer  with  Hrst.  than  with  suhs«.|uent.  ohil.iro.,      Of 
the  three  stages  the  first  is  much  th*.  longest.  avera«in«  about 
ei«ht  or  ten   hours,  though  it  may  ».«  much  longer  or  nmch 
shorter.      Dunng  the  first  suigo.  so  long  as  the  membranes 
are  intact,  th..te   is  no  risk  to   mother  or  child  in  ordinary 
cases.     The  second  stage  uiay  last  only  a  few  minutes,  but 
alK)ut   fhree   hours  in   mulnimn*..  and    four  hours  in   primi- 
imiv.  is  as  long  as  it  should  b,.  allowed  to  last,  provided  the 
pams  are  active.     If  it  is  allowed  to  I  nger  on  for  hours,  the 
preH«ure  upon  th(   (^Ijild  nuvy  cause  its  d»^,ith.    The  mother  may 
become  <■  liausted.  and  the  soft  parts  in  the  pt,lvis  may  te  so 
mjurod  J.     pressure  from  the  presenting  jmrt.  that  sloughing 
will  occtu   a  few  days  later.     In  such  a  case  the  bhulder  or 
rectum,  or  Iwth,  may  be  opened  into ;  septic  absori.'tion  is  also 
apt  to  occur. 

The  third  stage  is  usually  over  in  a'.„ut  titteeii  oi  twenty 
nunutes.  If  it  is  prolonge.!  much  beyond  that,  the  placouta  is 
in  all  probability  adherent. 

1.  Xnniuil  Lal,ou,.~\t  i.s  almost  impossible  to  deHi,  A-hat 
IS  meant  by  a  normal  labcmr  It  m.y  be  lonV-d  upon  as  one 
"1  which  the  verte.x  presents,  and  the  child  is  expelled  hy 
natural  efforts  within  twenty-four  hour.,  without  anything  un- 
toward occurring. 

2.  Laborku,.  or  Li,u,erin,i  Labour. ~T\  s  differs  from  a  lunmal 
labour,  m  being  prolonged  lieyond  twcn^v-four  hours  The 
nsk  to  both  mother  and  child  is  consid.rablv  increased  In 
labours  lasting  over  twenty-four  lio.us  ho  niortalitv  is  four 
times  greater  than  in  those  under  twent    tour  hours,"  while  in 
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those  lasting  over  thirty  hours,  it  is  twelve  times  greater.  You 
StoC;  then,  that  a  laborious  labour  is  a  dangerous  one,  and  the 
danger  rapidly  increases  with  the  lengthening  of  the  time. 

3.  Preternatural  Labour. — In  this  form  some  part  of  the 
child  other  than  the  head  presents.  This  includes  breech  and 
transverse  presentations.  It  is  a  dangerous  labour,  especially 
in  the  transverse  cases. 

■4.  Complex  or  Complicated  Labours. — In  this  form  there  is 
danger  to  the  mother  and  child,  apart  from  that  due  to  the 
presentation.  The  compHcation  may  be  either  foetal,  or  ma- 
ternal. The  foetal  complications  may  be  from  prolapse  of  the 
cord,  or  multiple  pregnancies.  The  maternal  complications 
may  be  from  haemorrhage,  cardiac  or  chest  disease,  eclampsia, 
malformations  of  the  uterus,  and  rupture  of  the  vagina  and 
uterus. 

5.  Missed  labour,  where  at  full  time  labour  has  not  come 
on  at  all,  or,  having  commenced,  the  pains  have  subsequently 
passed  off,  and  the  foetus  is  retained  in  utero  for  a  considerable 
period. 

The  Mechanism  of  Labour. — To  thoroughly  understand 
labour,  we  must  study  the  movements  of  the  presenting  part 
of  the  foetus  as  it  passes  through  the  pelvis.  In  95  per  cent, 
it  is  the  vertex  which  presents,  so  we  shall  consider  its  move- 
ments. 

The  head  may  present  in  four  different  positions.  The 
occiput  is  the  part  which  leads,  and  is  known  as  the  denomina- 
tor, i.e.,  it  denominates  or  gives  the  name  to  the  presentation. 
The  positions  are  named  first,  second,  third,  fourth,  according 
to  the  way  the  occiput  points.  The  first  and  second  are  anterior 
positions,  and  the  third  and  fourth  posterior. 

First  Position  (L.O.A.). — In  the  first  or  left  occipito-anterior 
position,  which  is  the  most  frequent  of  all,  the  occiput  points 
towards  the  left  cotyloid  foramen  and  the  sinciput  or  forehead 
towards  the  right  spcro-iliac  joint.     The  oocipito-frontal  dia- 
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T;^:t^Xl.^'  '-  '^  *^«  ^^^'^  ^"^^^  <^i-ter  Of 
Second  Position  (R.O.A.).-In  the  second  or  right  occinito 
antenor  position  the  occiput  points  towards  the  right  cot^oid 
foraoaen.  and  the  sinciput  towa.^s  the  left  sacro'iliac  joint 
The  occipato-trontal  diameter  of  the  head  thus  lies  in  the  lef 
oblique  diameter  of  the  pelvis  (fig.  3,  ID. 


L.O.A. 


R.O.A. 


in.    li.o.R 

F....  3.  -Diagra...  of  four  vertex  positions  fron.  beloMcLn.) 

-Hht  oblique  diameter  of  the  pelvis      Tht  il      .  T  ""  '^' 
of  the  first  (fig.  8.  III.).  ^  ''  ^"'*  *^"  "^^«"« 

Fourth   Position   (LOP^      !«*!,«*      xu 

posterior  position    il  ^°"'**'  °^  *""  °«°'Pit°- 

position,  the  occiput  points  towards  the  left  sacro- 
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iliac  joint,  and  the  sinciput  towards  the  right  cotyloid  foramen. 
The  ocoipito-frontal  diameter  of  the  head  thus  lies  in  the  left 
oblique  diameter  of  the  pelvis.  This  is  the  reverse  of  the 
second  (fig.  3,  IV.). 

Frequency  of  Occurrcme. — Of  the  anterior  positions,  the  first 
(L.O.A.)  is  by  far  the  more  frequent,  and  of  the  posterior,  the 
third  (B.O.P.).  The  third  occurs  more  frequently  than  the 
second  or  fourth.  The  fourth  is  rare.  Placing  them  in  the 
order  of  frequency,  we  have  the  first,  the  third,  the  second 
and  then  the  fourth.  As  the  first  and  third  are  by  far  the 
most  frequent,  it  will  thus  be  seen  that  in  the  vast  majority 
of  cases  the  head  passes  through  the  pelvis  with  its  occipito- 
frontal diameter  in  the  right  oblique  diameter  of  the  pelvis. 
As  I  have  already  stated,  this  diameter  of  the  pelvis  is  slightly 
longer  than  the  corresponding  left  one. 

Movements  of  the  Head  as  it  passes  throuylt  the  Pelvis  in 
the  First  Position  (L.O.A. ). — The  head,  which  is  somewhat 
flexed  on  the  chest,  enters  the  pelvis  or  engages  in  the  brim, 
with  its  occipito-frontal  diameter  in  the  right  oblique  of  the 
pelvis,  the  occiput  pointing  towards  the  left  cotyloid  foramen, 
and  the  sinciput  towards  the  right  sacro-iliac  joint,  and  the 
right  parietal  bone  presenting.  The  contractions  of  the  uterus 
and  abdominal  muscles  force  the  head  downwards  and  back- 
wards, through  the  cavity  of  the  pelvis,  in  the  right  oblique 
diameter.  This  movement  of  descent,  is  continuous  throughout 
the  other  movements  about  to  be  described.  The  foetus  ih 
developed  in  a  flexed  attitude,  so  at  the  beginning  of  labour 
the  head  is  somewhat  flexed  on  the  chest.  As  soon  as  descent 
begins,  and  the  head  meets  with  resistance,  Jiexion  is  increased, 
until  the  occiput  gets  considerably  in  advance  of  the  sinciput. 
This  is  due  to  the  steeper  or  occipital  part  of  the  head  travel- 
ling quicker  than  the  more  sloping  front  part.  The  inward 
pressure  from  the  sides  of  the  canal  tend  to  increase  flexion 
when  it  has  commenced.     The  result  of  flexion  is  to  bring  the 
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sub-ocoipito-bregmatic  diameter  of  the  head  into  the  oblique 
drnmeterof  the  pelvis,  in  place  of  the  occipito-frontal.  i,^  to 
substi  ute  a  short  diameter  for  a  much  longer  one.  which 
will  allow  the  head  to  pass  more  easily.  The  movement 
of  rte^i^t  .s  a  very  important  one.  and  the  more  marked  it  is 
the  more  easily  will  the  head  pass  down. 

When  the  Hexed  head  has  passed  down  through  the  cavity 
of  the  pelvis,  the  leading  part  of  it.  viz.,  the  occiput,  impinges 
Hgamst  the  pelvic  floor,  and  we  then  have  the  next  movement 
vi^.,  internal  rotation.  The  occiput  turns  forward,  /...,  towards' 
he  nght.  under  the  pubic  symphysis.  This  is  caused  by 
he  elastic  resistance  of  the  pelvic  floor  forcing  the  occiput  in 
the  only  direction  in  which  it  can  go,  viz.,  forward  to  the  vulvar 

IT^.H      V,;"''  '°'  '°*''°"'  '*°*'^*^°"  '^^  *^^*  *h«  leading 
part  of  the  child,  .....  the  part  which  strikes  the  pelvic  floor 

hrst.  inust  go  forward.     This  holds  good,  no  matter  what  the 

piesentation  may  be.     The  result  in  this  case  is.  that  the  sub- 

occipito-bregmatic  diameter  of  the  head  changes  from  the  right 

/       into  rT       '""y^'''^  '°*°  *'^  ^°^J""-*«  ^'  *he  outFet. 

^:^nf  T  uT'  ""'*'''  '*  *^^  °"*^«*'  ^hich  of  course 
aious  of  the  head  passing  more  easily 

of  T"  t'«?'''^?  """""'  ""^"'  '^'  P"^^°  symphysis,  the  nape 
ot  the  neck  fits  well  into  the  arch,  and  then  we  have  the  ne^ 

iZlKT'^t''':     ^^'^^^-"^oi'^Kofflexiou.     Thecht 
gradually  leaves  the  chest,  but  at  the  same  time  the  nape  of  the 

tlof  It  1  T  ""'"^  '''''  °*'  *^«  ^-'^-     I"  ^his  way  the 

hetsu  t  of  H    T"T'  '"'  '^^  ""''''  ''  '^«^"-     Extension  is 
while  tl  '"'"  ""^"  '"^"^«  *he  head  downwards. 

thebn.^.theresuUanto,thetwoforce^^^ 

The  next  .novement  is  known  as  ea-t.mal  rotatim,  or  nst,,,. 
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Hon.  The  head  turns  round  so  that  the  face  of  the  child,  whioh 
was  looking  directly  towards  the  mother's  anus,  comes  to  look 
towards  her  right  thigh,  or  directly  upwards,  when  the  patient 
\h  lying  in  the  usual  position  on  her  left  side.  The  head  has 
nothing  to  do  with  causing  this.  It  is  really  an  internal  rota- 
tion of  the  shoulders,  the  leading  shoulder  following  the  ordinary 
rule  of  internal  rotation,  and  passing  forwai-ds  under  the  pubic 


Fig.  4.— Birth  of  the  head  (Fothergilll. 


arch  just  as  the  occiput  did,  but  in  the  opposite  direction,  /'«>., 
towards  the  left.  The  posterior  shoulder  now  sweeps  over  the 
perineum,  and  both  shoulders  and  arms  are  born.  The  body  is 
then  expelled  without  any  difficulty,  as  a  rule. 

To  recapitulate  :  we  have  flexion,  descent,  increase  of  flexion, 
internal  rotation,  extension,  and,  finally,  external  rotation  and 
birth  of  the  body. 

Mechanism  in  the   Second  Ponition  (R.O.A.). — The  occiput 
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J^'alT'^rr  '''"".."^'y'^^  ^<>-'"«n  and  the  sinciput 
towards  the  lef  saoro-U.ac  joint,  i.e.,  the  occipito-frontal 
d^^ter  of  t  e  head  lie.  in  the  left  obli.ue  dia.e'ter  of  th 

S  hl^      '  ^"''*'    "^""^  P^'"^"'^*^-     The  movements  of 

the  head  are  precisely  the  same  as  in  the  first  position  .// 
flex.on  dencem.  increase  of  flexion,  internal  rotation,  extension 
and  external  rotafon.  The  only  difference  is,  tha  the  \Z 
descends  .n  the  left  oblique  diameter  of  the  pelvis,  and  as  hi 
occput  rotates  forward,  it  must  turn  towardfthe  left  '  In  x 
ernal  rotat.on  the  face  turns  to  look  towards  the  mother's  left 
th,«h.  or  dnectly  downwards  towards  the  bed 

The  ,„echanism  in  occipi to-posterior  cases  will  be  dealt  with 
late,  on  when  we  consider  the  treatment  of  such  cases 

Meclucn,s,n  of  tke  Third  .SVayr -During  the  third'sta«e  of 
labour  the  placenta  and  membranes  are  separated  and  e  pel Ld 
The  placenta,  which  is  from  6  to  8  in.  in  diameter,  is  atL  hed 
to  a  portion  of  the  uterine  wall  of  corresponding  si/e      The 
exac   portion  of  the  attachn.ent  varies,  bu":^  to  be     lal  i 

^Vhen  the  child  .s  born,  the  size  of  the  uterus  is  much  reduced 
by  redaction  or  permanent  shortening  of  the  muscula  trT, 

of  t  ::r,  °^  T,f' -^-^  «^  *^^  ^'--^^  ^^-^^^  with  the  z 

more   al  "'  '''''''  ^°"*^"^*'''"   ^^^^^  the  third  stage 

moie   and    more   retract  on   occurs    ■.»/!    fK        ^  ■ 

smaller  and  smaller     Th.     i        !'  "*^"''    '^^^"'"^^ 

mnph.      7  placenta  itself  cannot  shrink  verv 

much;  and.  as  Its  site  does,  separation  necessarily  occurs      tZ 
■nembmnes  are  separated  in  the  same  wav      VVh 
has  occurred    tl,«  ..f    •  ^«  same  way.     When  separation 

occuired.  the  uterine  contractions  expel  the  placenta  i„r^ 

:  :w:r;:i,rr  ,11:  rr  -^  9-'- 

■    doubled  on  itself      Th«  7  ^  ''*'™^  ^dge^M^e  or 

u  on  Itself.     The  membranes  follow  it      More  or  loa. 

^  clot  comes  with  the  placenta  ^^'' 
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CHAPTER  XII. 

THE  MANAGEMENT  OF  AN  ORDINARY  LABOUR, 

.l;/«((H*t>»/«/u//*i— Arrangement  of  the  Bed— Examination  of  the  Patient 
—Vaginal  Examination— The  First  Stage— The  Second  Stage— The 
Third  Stage. 

Befork  taking  up  the  consideration  of  how  to  manage  an 
ordinary  labour,  let  us  first  consider  our  armamentarium.  The 
midwifery  bag  should  be  of  a  fair  size  and  have  a  removable 
canvas  lining,  fitted  with  loops  for  bottles.  This  Uning  should 
be  sterilised  from  time  to  time. 


Contents. 

1.  A  good  pair  of  all-metal  long  forceps.  Milne-Murray's 
axis-traction  ones  I  consider  the  best  yet  produced. 

2.  A  douche  with  a  long  curved,  channelled,  glass  nozzle. 
A  rubber  bag  douche  which  will  hold  five  pints  is  the  most 
convenient  of  all. 

3.  A  Higginson's  syringe  for  giving  enemata  only. 

4.  .\  long  silver  or  glass  catheter. 

5.  An  antiseptic.  Lysol  is  the  most  convenient,  as  it  does 
away  with  the  need  of  a  greasy  lubricant.  Perchloride  of 
mercury  pellets  may  also  be  carried,  but  except  for  sterihsing 
one's  hands  they  are  not  to  be  used  in  an  ordinary  labour. 

G.  Chloroform. 

7.  Ergot,  but  ergotin  or  ergotinin  for  hypodermic  use  is  of 

much  greater  value. 
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8.  Clean  nail-brush. 

9.  Scissors,  curved  needles,  needle-holder,  silkworm  gut  and 
catgut. 

10.  A  small  packet  or  two  of  absorbent  wool.  Very  con- 
venient ounce  packets  of  this  are  now  supplied  by  chemists. 

Besides  these  it  is  well  to  carry  a  small  bottle  of  ether,  and 
an  opiate  in  one  form  or  other,  and  a  hypodermic  syringe  with 
tabloids  of  ergotinin,  morphia,  and  strychnine.  To  arm  one 
completely  for  emergencies,  a  packet  of  iodoform  oi-  sterilised 
gauze,  a  pair  of  packing  forceps,  a  pair  of  volsella  forceps,  and 
a  saline  infusion  apparatus  would  be  necessary. 

When  labour  begins,  you  should  attend  as  soon  us  sent 
for.  On  arrival,  inquiries  should  at  once  be  made  as  to  the 
nature  of  the  pains,  how  long  they  have  been  goinj.  on,  and 
how  frequently  they  are  recurring,  and  also  if  there  has,  been 
any  discharge.  If  the  patient  is  not  in  bed.  she  should  go 
there,  to  enable  you  to  examine  her. 

The  proper  aiTangement  of  the  bed  is  of  great  importance. 
If  there  be  a  trained  nurse  in  attendance  she  is,  of  course, 
responsible  for  this,  but  many  patients  cannot  attord  to  have  a 
proper  nurse,  and  in  this  case  you  must  see  to  the  bed  vourself. 
If  possible,  the  bedstead  should  be  so  placed  as  to  allow  you  to 
get  round  it.     A  firm  hair  mattress  is  the  best  form  of  bed, 
but  you  must  make  the   best  of   whatever   is   at  hand.     A 
mackintosh  sheet  is  usually  put  over  the  bed.  then  the  ordinary 
sheet,  and  above  that  a  smaller  mackintosh  with  a  folded  up 
draw-sheet,  or  blanket,  or,  what  is  much  better,  an  obstetric 
bed  sheet  (gamgee  tissue  does  nicely  for  this).     In  many  cases 
mackmtosh  sheets  will  not  be  available,  but  several  plies  of  brown 
paper,  or  ordinary  newspapers,  make  a  very  good  substitute. 
The  draw-sheet,  at  least,  should  be  perfectly  clean.     Amon- 
the  poorer  classes  it  is  usual  for  the  patient  to  have  on  a  dirty 
petticoat,  and  perhaps  soiled   underclothing   and    nightdress. 
The  petticoat  should  be  removed,  and  the  underclothing  and 
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nightdress  replaced  by  clean  ones,  which  should  be  well  tucked 
up,  so  as  to  prevent  the  bottom  part  becoming  soiled.  It 
is  quite  impossible  to  conduct  a  labour  aseptically,  if  the 
surrounding  clothing  is  in  the  filthy  condition  that  it  too  often 
is. 


Examination  of  the  Patient. 

Your  hands  and  forearms  must  first  be  thoroughly  washed 
with  warm  water  and  soap.  Particular  attention  must  be 
paid  to  the  finger  nails.  When  the  hands  and  forearms  are 
thoroughly  clean,  they  must  be  soaked  in  an  antiseptic  solution 
for  several  minutes.  Corrosive  sublimate  solution  (1  to  1000)  is 
the  most  powerful,  but  a  1  per  cent,  lysol  one  does  admirably. 

Preliminary  to  the  vaginal  examination,  the  abdomen  should 
be  palpated  and  auscultated.  By  this  you  can  learn  if  the 
patient  is  pregnant,  if  she  is  in  labour,  if  the  child  is  alive, 
whether  it  is  a  longitudinal  (head  or  breech)  or  transverse 
presentation,  and  whether  or  not  the  presenting  part  has 
entered  the  brim.  Other  conditions  may  he  made  out  by 
palpation,  such  as  twins,  hydramnios,  etc.,  and  an  expert  can 
make  out  the  position.  Boutine  palpation  of  the  abdomen 
is,  unfortunately,  generally  omitted  in  ordinary  cases,  but  you 
should  make  a  practice  of  it,  as  thereby  a  great  deal  can  be 
learnt.  Some  obstetricians  hold  that  by  palpation  you  should 
be  able  to  learn  all  that  you  require  to  know  .vithout  making 
a  vaginal  examination,  but  with  that  I  cannot  agree.  If  the 
vaginal  examination  is  done  with  proper  care,  there  should  be 
no  risk  to  the  patient. 

Vaginal  Examination.  —  The  hands  should  again  be 
thoroughly  sterilised,  and  the  external  genitals  of  th  •  patient 
cleansed  with  an  antiseptic.  For  this  purpose  there  i  ithing 
better  than  '.  I  per  cent,  solution  of  lysol.  A  properly  L.'ained 
nurse  will  do  this  in  preparing  her  patient  for  you,  but  if  you  have 
no  nurse  do  it  yourself.     Use  swabs  of  absorbent  wool  and  not 
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an  ordinary  sponge.  This  proceeding  has  been  objected  to  on 
the  ground  that  patients  will  not  submit  to  it.  I  have  never 
found  this  to  be  the  case,  and  if  a  patient  should  object,  I  am 
confident  a  few  words  of  explanation  would  remove  all  scruples. 
With  the  patient  lying  on  her  left  side  there  is  very  little  ex- 
posure. When  the  parts  are  clean,  the  examining  hand  should 
be  soaked  in  the  lysol  solution,  and  the  finger  or  fingers  passed 
into  the  vagina  without  touching  anything  before  being  inserted. 
If  lysol  is  used  there  is  no  need  of  a  greasy  lubricant.  It  is  a  well- 
known  fact,  that  the  majority  of  so-called  antiseptic  lubricants 
are  far  from  being  aseptic,  and  there  must  therefore  be  danger 
in  introducing  them  into  the  passages,  especially  into  the  uterus 
on  instruments.  Begin  the  examination  before  the  onset  of  a 
pain,  and  continue  it  during  the  pain.  You  make  out  if  she  is 
m  labour,  the  stage  it  has  reached,  the  condition  of  the  mem- 
branes,  the  presentation  and  position  of  the  child,  and  the  state 
of  the  passages.  If  the  os  is  not  fully  dilated,  and  if  the  mem- 
branes are  intact,  be  careful  not  to  rupture  them.  If  every- 
thing is  right,  tell  the  patient ;  but  if  you  find  anything  abnormal 
do  not  alarm  her,  but  tell  some  responsible  person.  You  are 
sure  to  be  asked  if  the  labour  will  be  long,  but  be  careful  not 
to  commit  yourself  to  any  definite  time,  as  the  patient  will  lose 
confidence  in  you  if  the  time  is  exceeded. 

See  that  the  attendant  has  ready  plenty  of  hot  water,  towels, 
a  binder,  napkins  (wood-wool  or  gamgee  ones  preferably), 
ligatures  for  the  cord,  clean  sheets,  and  a  change  of  clothing 
for  the  patient,  as  well  as  the  baby's  garments.  Everything 
should  be  well  aired  before  the  fire. 

The  First  Stage.  —  If  the  labour  is  not  very  far  ad- 
\anced,  and  the  bowels  have  not  been  freely  moved,  an 
enema  of  soap  and  water,  with  some  castor  oil  added,  should 
be  given.  It  is  weU  to  see  to  this  yourself  if  there  is  no 
nurse.  In  the  early  stage  the  patient  may  be  left,  with 
mstructions  that  you  are  to  be  sent  for  as  soon  as  the  waters 
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oome  away.     If  the  os  is  the  size  of  a  crown  and  the  pains 
are  at  all  active,  you  had  better  stay  in  the  house,  but  not 
in  the  patient's  room.     She  may  be  allowed  to  move  about 
the  room  during  the  firat  Htage,  but  tell  her  not  to  bear  down. 
In  an  ordinary  case  you  will  not  require  to  examine  again  until 
the  membranes  have  ruptured.     If  the  patient  is  up  when  thin 
occurs,  she  should  be  put  to  bed  at  once.     The  external  genitaln 
should  be  again  cleansed  with  lysol  solution,  and  the  hands 
sterilised  as  before,  prior  to  the  vaginal  examination.     It  is  im- 
portant to  examine  immediately  after  the  membranes  rupture, 
for  fear  the  cord  may  have  been  swept  down  by  the  rush  of 
waters.     External  palpation  will  not  reveal  this,  and  if  it  has 
occuned  prompt  treatment  will  l)e  required  to  save  the  child. 
If  the  cord  cannot  be  replaced,  you  should  either  turn  or  apply 
forceps,  unless  you  see  the  child  is  likely  to  be  expelled  imme- 
diately.    Interference  will  usually  be  necessary,  and  the  sooner 
it  is  done  the  better  the  chance  of  saving  the  child.     Before 
the  membranes  rupture  there  is  practically  no  danger  to  either 
mother  or  child  in  ordinary  cases,   but  as  soon  as  the  liquor 
amnii  drains  away  risk  to  both  begins. 

The  Second  Stage  has  now  commenced,  when  the  os  is  fully 
dilated  and  the  membranes  have  ruptured.     The  patient  must 
keep  in  bed,  and  she  should   be  encouraged  to  bear  down  as 
much  as  possible.     The  pain  in  her  back  may  be  eased  by  firm 
pressure.     If  the  suffering  is  very  great,  a  little  chloroform  may 
be  given  during  the  pains.     When  the  head  begins  to  bulge 
the  permeum  it  may  be  necessary  to  give  more  chloroform. 
The   chloroform    interferes    somewhat  with   the  uterine  con- 
tractions, and  if  much  is  given  it  abolishes  the  voluntary  con- 
tractions of  the  abdominal  muscles,   but  on  the  other  hand  it 
relieves  the  patient's  sufferings  and  relaxes  the  passages.     If 
the  perineum  is  rigid,  hot  fomentations  may  help  to  relax  it. 
When  the  head  begins  to  bear  upon  the  perineum,  the  right 
thigh  should   be   supported.      Supporting  the  perineum  often 
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doe«  more  ham.  than  good,  but  some  good  may  be  done  by 
puttmg  your  right  hand  flat  over  the  ttnu«,  with  your  fingeii 
on  one  Hide  ..f  the  vulva  and  your  thumb  on  the  other,  then 
pu8J.  the  whole  structure  forwards,  in  the  direction  the  head  in 
passing.     A  pledget  of  abHorl,ent  wool,  wrung  out  of  lv«ol.  should 
first  l«  placed  over  the  anus  to  prevent  the  hand  l)eiug  soiled 
The  left  hand  should  at  the  same  time  be  pansed  between  the 
th.ghs  from  the  front,  s.,  as  to  gnisp  the  occiput  and  keep  the 
head  flexed  as  .nuch  as  possible.     The  perineum  should  not  be 
stripped  Imck  over  the  forehead,  as  this  is  sure  to  tear  it      The 
more  the  head  is  flexed  the  smaller  its  diameter  will  be  and  the 
less  the  strain  on  the  i)erineum.     lateral  incisions  are  advised 
hy  some,   but  I  do  r.ot  recomn.end   them.     As  soon  as  the 
head  .9  born,  feel  if  tl»e  co.d  is  round  the  neck.  and.  if  it  is  slip 
It  over  the  head  or  shoulders.     If  it  is  too  short  to  allow  of 
this,  cut  it  and  deliver  quickly.     You  n.ay  tie  it  in  two  places 
and  cut  between,  but  if  you  cannot  do  this,  secure  the  end 
attached  to  the  child  as  soon  as  the  trunk  is  delivered      Do 
not  hurry  the  birth  of  tlie  trunk  unless  there  is  some  reason  for 
"omg  so,  and  try  to  prevent  the  shoulders  from  tearing  the 
permeum.      Do  this   by  pressing  the   body  well  against  the 
syn>phys,8  pubis.     If  care  is  not  taken,  a  slight  tear  made  by 
he  i,ead  nmy  very  easily  l>e  increased.     The  left  hand  should 
follow  the  fundus  down  as  the  body  is  being  expelled.     If  you 
I  cannot  do  this,  ^et  the  attendant  to  do  it. 

The  child's  eyes   should   be  wiped  at  once  and  all  mucus 

1    l^    I   ^  ^""'  '"^  ^''^^  ''  •^  ''^^''  ^l^P  -  *^vo  on  the 
im.ttucks.     li  this  does  not  suffice,  artificial  respiration  will  be 

Scial  respiration  ,s  necessary,  tie  the  cord  in  two  places,  two 
.ches  and  four  inches  from  the  abdomen,  and  cu't  between 

Itout  r    ,    •''*"''  '"'^  "^  ^^''^  ^^°««  *°  *he  vulva.       A 
Itout  thread  hgature  is  the  l^st,  and  1^  sure  it  is  tied  tightly 
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Out  it  on  the  pftlm  of  your  hand  for  fear  of  wounding  any 
part  of  the  uhild. 

The  Third  Stage. — While  you  are  attending  to  the  ohii<l 
the  attendant  should  have  her  hand  on  the  abclonien  kneadinK 
the  uterus  Kently.     The  patient  should  now  lie  on  her  baclt. 
Keep  up  this  gentle  kneading  for  a  little,  and  you  will  uttually 
feel   the   uterus  oontraot,   and   expel   the   placenta   into  the 
vagina.      When  you  feel  it  slip  down,  press  firmly  down- 
wards and  backwards,  and  expel  it  from  the  vagina.      The 
membranes  are  usually  removed  by   twisting  them,   but  by 
grasping  them  between  the  finger  and  thumb  and  making  gentle 
traction  upon  them  you  will  be  able  to  tell  whether  they  are 
peeling  off  completely  or  tearing.     Examine  the  placenta  and 
membranes  carefully,  and  if  everything  is  not  complete,  explore 
the  uterus  at  once  and  clear  it  thoroughly.     A  small  tag  of 
membrane  left  behind  may  not  cause  any  mischief,  but  a  bit  of 
placenta  will  certainly,  ao  it  must  be  cleared  out  at  once.     If 
the  placentji  does  not  come  away  in  fifteen  or  twenty  minutes, 
try  to  expel  it  by  firm  pressure  downwards  and  backwai-ds. 
If  this  is  of  no  avail,  after  half  an  hour  or  so,  introduce  youi 
aseptic  hand,  and  peel  the  placenta  off  and  remove  it.     This  can 
be  done  without  chloroform,  but  it  will  cause  great  pain.     If 
the  hand  has  to  be  introduced,  an  intra-uterine  douche  should 
be  given  immediately  afterwards.     This  will  wash  out  all  the 
debris  and  check  post-partum  haemorrhage. 

Of  late  there  has  been  a  tendency  to  advocate  immediatt? 
removal  of  the  placenta,  and  some  have  even  advised  doin-,' 
this  by  traction  on  the  cord.  I  must  enter  a  strong  protest 
against  such  proceedings.  The  placenta  may  be  removed 
from  the  vagina  by  traction  on  the  cord,  but  it  should  never 
be  torn  off  the  uterus  and  dragged  out  in  this  way.  The 
natural  process  of  separation  and  expulsion  of  the  placenta 
from  the  uterus  takes  some  time.  We  may  assist  *his  by 
gentle  kneading,  but  we  should  not  try  to  hurry  m      ns  too 
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mooh.     If  Nature  fails,  then   we   must   interfere,  but  onlv 

then.  ' 

You  should  examine  the  perineum  immediately  after  the  child 
in  born.    If  it  iH  torn  to  any  extent  it  should  be  stitched.    Thin 
may  be  done  at  onoe  to  save  time,  but  it  iH  better  to  wait  until 
the  placenta  is  away.     Silkworm  gut  in  the  best  suture  for  the 
deep  stitches,  and  they  should  include  the  whole  tear.     Super- 
ficial catgut  ones  may  be  necessary  as  well.     In  slight  tears 
catgut  alone  may  be  used.     Teu.s  in  the  vagina  should  be 
closed  at  the  same  time  with  cat-ut.     As  a  rule  the  cervix  is 
not  stitched,  but  if  it  is  badly  torn  this  should  be  done.    It  can 
I*  drawn  down  and  the  stitches  of  silkworm  or  catgut  easily 
uiserted.    It  is  not  a  sign  of  bad  .nidwifery  to  have  a  perineum 
to  stitch,  but  to  lea  «  it  torn,  in  tho  hope  that  \  tture  will  repair 
«t,  desei-ves  the  strongest  cotulemnatiiin      Tlie  m.an  who  boasts 
that  he  never  has  had  to  stitch  a  perineum,  mav  lay  to  hiH  soul 
the  flatteni.g  unction  that  this  is  due  to  hi.s  skill  as  an  obste- 
trician, but  some  of  his  patients  will  have  a  different  story  to 
tell. 

The  patient  must  now  be  cleansed  and  aU  the  soiled  things 
umst  be  removed.  Wash  her  thoroughly  with  the  lysol  solu- 
tion, using  swabs  of  ab8orl.ent  wool  and  apply  an  aseptic 
diapei.  Put  a  clean,  well-aired  draw-sheet  under  her  If 
there  is  no  tmined  nm-se  present,  do  the  cleansing  yourself  and 
trust  to  no  ordinary  attendant.  If  the  uterus  is  well  contracted 
and  there  19  no  hemorrhage,  a  firm  binder  should  now  be 
applied.  The  lower  part  of  it  should  grasp  the  trochanters. 
Ihe  binder  should  never  be  applied  until  the  uterus  is  weU 
retracted.  If  it  tends  to  relax,  keep  kneading  it  untU  it  be- 
\  comes  farm  and  remains  so.  Pads  are  sometimes  applied  over 
H  the  uterus,  but  they  arc  almost  sure  to  shift  and  do  more  harm 

BlTTn!!        "  *^'  ^*""'*'''  '''^^^'^''  «  «^"«^'  i^*^«  i»  changed 
■     ^°'''"«riy  routine  douching  was  advised  in  all  cases       In 
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ordinary  labours  which  liave  been  properly  oonducted,  douching 
is  unnecessary.  It  will  probably  do  more  harm  than  good. 
If  the  parts  are  perfectly  aseptic  it  will  not  improve  matters ; 
in  fact,  it  will  do  positive  harm  by  washing  out  the  protective 
organisms. 

Some  obstetricians  advise  giving  ergot  in  all  cases,  but  this 
is  not  necessary  unless  there  is  hamorrhage  or  the  uterus 
remains  flabby.  It  should  never  be  given  until  the  placenta 
is  away. 

After  the  patient  has  rested  a  little,  she  should  be  given 
some  sUght  nourishment,  such  as  a  cup  of  tea.  In  ordinary 
cases  stimulants  are  not  necessary,  either  during  or  after  the 
labour,  but  if  the  labour  has  l>een  at  all  prolonged  she  should 
have  had  some  nourishment,  such  as  a  cup  of  beef-tea  or  of 
extract  of  meat  during  the  time.  In  a  few  hours  the  child 
may  be  put  to  the  breast.  This  encourages  contraction  of  the 
uterus. 

Before  leaving  her,  see  that  the  pulse  is  slow,  the  uterus 
well  contracted,  and  the  discharge  normal  in  quantity.  It  is 
often  stated  that  tlie  pulse  falls  below  normal  immediately 
after  labour,  but  this  is  not  the  general  rule.  It  should  slow 
down,  but  it  seldom  falls  below  normal.  If  you  find  it  has 
risen,  at  once  be  on  your  guard  against  post-partum  hasmor- 
rhage. 


CHAPTER  XIII. 

THL  I'UERPEUIUM-CAKE  OF  THE  MOTHER  AND  CHILD. 

Involutiou  of  the  Lterua-The  Locliia-Rate  of  Involution-Suhiuvolution 
— Superinvolution— Care  of  the  Mother  during  the  Puurperiuni— After- 
pains-Evacuation  of  the  BoweU-The  Diet-Pulse  and  Temperature 
-The  Breasts-Length  of  Time  in  Bed— Care  of  the  Child-Dressina 
the  Cord. 


The  puerperium  includes  the  time  from  the  completion  of 
labour  until  the  organs  of  reproduction  return  to  th&ir  normal 
state.  For  the  first  two  weeks  or  so  the  woman  should  keep 
her  lied,  and  until  involution  is  completed  she  should  take 
care  not  to  over-exert  herself.  Working-class  women  generally 
rise  too  soon  and  exert  themselves  too  much,  and  as  a  conse- 
quence many  of  them  suffer  from  subinvolution  and  prolapse  of 
the  uterus. 

On  the  completion  of  labour  the  uterus  is  about  7  in.  long 
and  weighs  about  2  lb.  It  has  to  diminish  to  3  in.  in  length, 
and  to  I  little  over  an  ounce  in  weight.  Besides  the  uterine 
body,  the  surrounding  parts,  such  as  the  ligaments,  ovaries, 
tubes,  cellular  tissue,  and  vagina  have  all  to  undergo  a  process 
of  involution,  so  that  there  is  a  large  amount  of  material  to  be 
got  rid  of.  It  nmst  also  be  borne  in  mind  that  other  organs 
besides  those  of  generation  have  increased  in  size  during  preg- 
nancy, and  that  they  too  nmst  involute.  TL3  heart  may  be 
taken  as  an  example.  At  the  end  of  pregnancy  the  left  ventricle 
has  increaswl  in  thickness,  but  on  delivery  the  extra  strain  on 
tlie  circukliou  is  removed,  and,  us  it  is  no  longer  required,  the 
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oompensatory  hypertrophy  wUl  at  once  begin  to  aisappear.  A 
large  amount  of  subcutaneous  fat  is  often  put  on  during  preg- 
nancy, and  it  usually  rapidly  disappears  during  the  puerperium. 
Involution  of  the  Uterus.— The  process  is  essentially  one 
of  fatty  degeneration,  and  absorption  of  the  redundant  tissue  of 
the  muscular  and  peritoneal  layers  of  the  uterus.  It  has  been 
maintained  that  there  is  a  complete  destruction  of  the  uterine 
muscular  fibres,  and  a  new  development  from  embryonal  cells 
in  the  outer  layers,  but  more  probably  it  is  only  a  partial 
degeneration.  On  the  other  hand,  Fischel  holds  that  the 
muscle-ceU  contents  are  converted  into  a  peptone,  absorbed 
into  the  blood,  and  discharged  thiough  the  kidneys,  giving  rise 

to  peptonuria. 

The  involution  of  the  endometrium  differs  in  so  far  as  it  is 
not  absorbed,  but  cast  off  in  the  lochial  discharges.  At  birth, 
separation  of  the  decidua  takes  place  through  the  spongy  layer, 
leaving  behind  on  the  uterine  vail  the  deeper  cellular  layer,  and 
the  ends  of  the  glands  of  the  uterine  mucous  membrane.  The 
obliteration  of  many  of  the  blood-vessels  cuts  off  the  nourish- 
ment, and  this  layer  of  cells  undergoes  fatty  degeneration  and 
is  discharged  in  the  lochia.  When  this  layer  is  cleared  away, 
a  process  of  reproduction  of  the  endometrium  begins  from  the 
epithelial  ceUs  of  the  ends  of  the  glands  and  the  interglandular 
connective  tissue,  until  ultimately  a  new  mucous  membrane  is 
formed.  By  the  end  of  two  months  this  process  will  be  com- 
plete. 

As  I  have  already  mentioned,  changes  occur  in  the  ligaments, 
ovaries,  tubes,  cellular  tissue,  and  vagina,  as  well  as  in  the 
uterus.  The  process  in  some  r  these  structures  will  be  partly 
one  of  retraction  of  overstretched  tissue,  but  there  will  also 
be  degeneration  and  absorption,  where  there  has  been  hyper- 
trophy. 

While  involution  is  going  on,  and  more  especially  during 
the  first  ten  or  twelve  days,  a  very  large  an        ',  of  absorption 
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is  taking  place.  While  this  is  strictly  a  physiological  process, 
it  approaches  dangerously  near  the  pathological,  and  very  little 
may  npset  the  balance. 

The  Lochia. — The  discharges  which  come  from  the  genital 
canal  during  the  puerperiura  are  known  as  the  lochia.  For 
the  first  five  da>8  or  so  the  discharge  consists  largely  of  blood 
from  the  various  vessels,  which  have  been  torn  across  by  the 
separation  of  the  placenta  and  decidua,  and  also  from  any 
small  tears  which  may  have  occurred  in  the  cervix  or  vagina. 
It  may  contain  clots,  especially  during  the  first  day.  From  its 
colour  it  is  known  as  the  lochia  rubra.  For  the  next  two  or 
three  days  it  is  serous  in  nature,  as  the  oozing  of  blood  should 
now  have  ceased  {Inchia  serosa).  This  is  followed  by  the 
lochia  alba,  which  consists  of  the  debt  is  of  decidua  and  blood 
clot  from  the  interior  of  the  uterus,  alonj,'  with  dead  tissue  and 
pus  from  the  injuries  to  the  cervix  aiul  vagina.  Mingling  with 
the  whole  there  will  i;.-  a  large  amount  of  nmeus.  Micro- 
organisms of  a  non-pathogenic  nature  will  be  found  in  it ; 
they  are  the  vaginal  bacteria.  This  discharge  lasts  from  one 
to  two  weeks  or  even  longer. 

The  amount  of  lochia  varies  considerably  in  different  women. 
I'or  the  first  three  or  four  days  it  is  much  more  profuse  than 
later.  For  practical  purposes,  the  amount  may  be  estimated  by 
tlie  number  of  napkins  required.  For  the  first  few  days  six 
per  day  should  be  sufficient.  The  amount  gradually  decreases, 
l)iit  it  should  continue  to  flow  for  about  three  weeks.  A 
-.udden  cessation  of  it  indicates  that  there  is  something  wrong. 
If  the  lochia  rubra  continues  too  long,  or  recurs  after  several 
ilays'  cessation,  in  all  probability  there  is  something  retained 
ill  iiteni.  a  piece  of  placenta  or  membrane. 

The  discharge  has  a  heavy  odour  peculiar  to  itself,  but  it 
shovi'l  uot  be  foetid.  When  it  is  exposed  to  the  air  it  soon 
becomes  septic,  hence  the  gi-eat  necessitj'  of  receiving  it  into 
i-ieptic    or   antiseptic    pads,    v;hich,    when    soiled,    should    be 
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removed  and  burned.  For  the  same  reason  the  external  geni- 
tals must  be  frequently  cleansed  with  an  antiseptic  lotion, 
and  no  soiled  draw-sheets  or  clothing  allowed  to  lie  under  the 
patient. 

Rate  of  Involution  of  the  Uterus. — During  the  tirst  ten 
days  the  lute  of  involution  is  rapid,  and  it  can  be  accurately 
gauged  each  day,  by  measuring  the  height  of  the  fundus.  The 
usual  method  is  by  daily  noting  the  relation  of  the  fundus  to 


K^ 

ft 

).    lu^J 

C      *'/>*Vi  , 

*t-,.vw</    4 

UJ. 

^ 

I* 

t 

f 

f^ 

1^* 

f/ 

f\ 

/^ 

/Y 

/•i- 

/ 

M  e 

M^e 

M  t 

M  e 

€ 

M  e 

?. 

4 
M  e 

r. 

M  C 

H  C 

M  C 

M  t 

M  E 

TIMr  »« 

:■ 

■ 

:   ' 

• 

; 

■ 

^"V 

:       ; 

"V. 

'. 

:    ] 

"•4. 

^  ' 

; 

; 

■ 

^1. 

: 

: 

> 

*•.' 

; 

« '• 

\ 

1 

1 

i- 

"T' 

-T- 

—r^ 

"T- 

-T- 

7 

'7a 

•-f- 

"T" 

"T" 

'■^" 

■-r~ 

i 

/r 

^ 

1 

S^ 

^ 

/ 

V 

y. 

^; 

VW^bw 

u 

K. 

.     7* 

ft: 
■tt 

7k 
.U 

tr. 

ft. 

&. 

Mofi0»s 

f-i 

1-  L- 

if 'f 

/-    V 

*-  ( 

I    V 

'if 

xy 

-4o 

1 

/00lt*0 

iL 

£. 

/L 

/L 

s 

c 

S 

^ 

S 

a. 

1 

Fiii.  5. — Normal  involution. 

the  umbilicus,  but  this  is  far  from  being  lujcurate,  as  the  posi- 
tion of  the  umbilicus  varies  very  much  in  different  women. 
From  a  large  number  of  observations,  I  iiave  found  that  in  the 
majority  of  cases  the  nmbilicus  is  7  in.  above  the  top  of  the 
symphysis  })ubis,  l)ut  in  a  good  many  it  varies  from  o  to  8  in., 
so  that  it  is  anything  but  a  fixed  point  to  measure  from.  This 
variation  is  not  due   to  variation  in   tlie   si/.e   of  tlie  women, 
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as  one  might  expect.  The  top  of  the  symphysis  pubis  is  a 
fixed  point  from  which  accurate  daily  measurements  can  be 
taken,  and  by  keeping  a  record  of  these  we  can  watch  ^he 
progress,  during  the  fii-st  ten  days.  By  the  end  of  that  time 
the  fundus  has  reached  the  brim  of  the  pelvis,  and  no  tmther 
measurements  can  »»  taken.  The  progress  is  now  slower,  but 
It  should  go  on  steadily,  until  the  uterus  is  back  to  its  normal 
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Fig.  6.— Slightly  delayed  involution  from  sapniMiiir  ahsoqMini 


size.  Care  must  be  taken  to  have  tlie  l)Iacider  and  i-ectum  botli 
empty  when  the  measurement  is  made,  as  otherwise  th^  ai^^ruK 
will  he  pushed  up. 

Immediately  after  labour  the  top  of  the  fundus  sliouW  he, 
on  an  average,  from  6  to  7  in.  above  the  symphysis.  Within 
the  first  twelve  hours  or  so,  it  usually  rises  from  d  to  1  in., 
and  then  falls  more  or  less  steadilv  at   the  late   of  ahoiit    I 
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in.  in  twenty-four  hours.     By  the  tenth  day  the  fundus  should 
be  about  the  brim  of  the  pelvis. 

The  axis  of  the  uterus  is  not  usually  in  the  axis  of  the 
abdomen,  but  towards  one  or  other  side,  more  frequently  to- 
wards the  ri^'ht  than  the  left.  Rotation  is  also  very  common, 
usually  from  left  to  right.  A  full  bladder  or  rectum  will  in- 
crease the  deviation. 

The  rate  of  involution  may  be  very  conveniently  depicted  on 
the  ordinary  temperature  chart,  by  taking  the  100'  line  to  re- 
present the  top  of  the  symphysis  and  counting  each  degree 
tts  an  inch.  If  each  day's  height  is  inarl<ed  in,  and  the  dots 
are  connected  l)y  lines,  we  have  an  involution  curve  above  the 
temperature  curve,  and  we  can  thus  study  tlie  relationship 
between  them.  This  is  of  great  importance,  because,  as  we  shall 
shortly  see,  when  sepsis  occurs  involution  stops,  and  the  fundus 
often  rises  so  that  both  curves  will  rise  together  (Figs.  5  and  (5). 

If  the  uterus  is  quite  emptied,  and  the  woman  healthy  and 
able  to  nurse  her  child,  involution  should  be  steady  and  satis- 
factory. 

Subinvolution. — Here  the  uterus  does  not  return  to  its 
normal  size  within  the  usual  time.  There  are  many  causes  foi' 
this,  such  as  sepsis  ;  the  retention  of  something  In  iitcro — 
these  two  are  often  combined  ;  the  presence  of  fii)roids  in  the 
wall ;  lacerations  of  the  cervix  ;  displacements,  generally  caused 
by  rising  too  soon  ;  failure  to  nurse  ;  certain  diseases  of  the  liver  : 
chronic  valvular  disease  of  the  heart,  and  chronic  constipation. 

Superin volution. — This  is  an  exaggeration  of  the  process, 
whereby  the  uterus  becomes  smaller  than  normal.  The  causes 
are  not  exactly  understood.  It  may  arise  in  cases  of  wasting 
disease,  such  as  phthisis,  cancer,  and  anuemia,  after  a  rapid 
succession  of  labours,  from  prolonged  lactation,  and  after  an 
inflammatory  attack  of  the  ovaries  which  has  interfered  wit  !i 
their  functions.  It  also  seems  to  be  common  in  cases  ot 
puerperal  insanity. 
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Care  of  the  Mother  during  the  Puerperium.-This  part 
of  obstetno  work  is  peculiarly  the  nurKe's,  but  that  does  not 
mean  that  the  doctor's  responsibility  is  in  any  way  lessenecl 
If  anyth.ng  it  is  increased,  tecause  he  is  not  only  responsible 
for  h,8  own  deeds,  but  also  for  those  of  a  wou.an.  who  n,ay 
through  carelessness  or  ignorance,  completely  undo  all  the  good 
that  he.  by  his  aseptic  precautions,  has  done.     A  well-trained 
conscientious  nurse  is  a  treasure,   but.  on  the  other  hand,  a 
badly  tramed,  presumptuous  woman,  who  does  things  on  her 
own  responsibdity.  is  a  tenor.     I„  the  cases  where  no  nurse  is 
m  attendance,  you  have  to  instruct  the  attendant  what  she  is  to 
do.  and  above  all  what  she  is  not  to  do.     Sins  of  con.mission 
are  more  deadly  than  those  of  omission. 

The  patient  should  be  kept  quiet,  and  allowed  to  see  no 
v.s.tors  for  several  days.  Among  the  working  classes  it  is 
practically  nnpossible  to  obtain  this  quiet,  but  fortunately  ex- 
citement does  not  seem  to  affect  them,  so  much  as  it  does  better- 
class  patients.  The  room  should  be  well  ventilated  and  kept 
a  a  temperature  of  about  60^  F.  Stirring  up  of  dust  must  be 
trictly  avoided,  so  any  dusting  required  should  be  done  with  a 
cloth,  damped  with  sanitas  or  some  other  antiseptic 

The  vulvar  pads  must  be  changed  as  often  as  they  become 
soaked.     For  the  first  day  or  two  this  may  be  necessary  even 
four  or  six  hours.      The  vulva  should  be  washed  eachTm 
with  an  antseotic  Winn       Ti,^ 

wash  hor  k„Z         r  """   "'■  '>"<"id«nt  shoul.l 

wash  her  haads  each  l,me,  and  s„k  them  in  l^he  »„ti,e„.i. 
hetor.  «„ch,n«  the  patient.  Clean  ra«,.  ,„,  ,^,u>..  swab  oi 
gamg«,  t,„„e  or  ab,o,he„.  wool,  should  he  ,«d  f„   clea,,,in. 

.saf,,ghUul»onrceof  ,ep,i,,  and  it  should  be  striotly  forbidden 
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and  before  delegating  suoh  an  important  operation  to  a  norae 
satisfy  yourself  that  she  is  properly  equipped  for  it,  and  knows 
how  it  should  be  done.  The  binder  should  be  tightened  night 
and  morning,  and  when  this  is  being  done  the  uterus  should 
be  gently  massaged  for  a  few  minutes.  This  will  assist  involu- 
tion, and  promote  the  expulsion  of  olots,  if  there  should  be  any 
retained. 

Within  a  few  hours  after  delivery  the  patient  should  be 
encouraged  to  pass  urine.     To  facilitate  this  the  parts  may  be 
steamed   or   hot  fomentations   applied.      Many   patients   are 
quite  unable  to  micturate  into  a  bed -pan,  when  lying,  l)ut  can 
do  so  with  easi*,  when  allowed  to  rise  on  their  hands  and  knees. 
When  patients  are   strong  enough   to  rise   in   this   way  to 
micturate,  they  should  always  do  so,  as  it  nllows  of  free  drainage 
of  the  vagina.     If  a  patient  is  kept  lying  upon  her  back,  and 
is  only  allowed  to  urinate  and  deftecate  into  a  bed-pan  whdch 
raises  the  pelvis,  free  drainage  is  impossible.     Free  draimage 
is  of  so  much  importance  that  in  a  few  days  the  patient  should 
be  propped  up  iu  bed  so  as  to  ensure  it.     If  the  first  effort  to 
empty  the  bladder  is  unavailing,  she  may  wait  for  a  little,  but 
within  twelve  hours  after  delivery  she  should  try  again,  and  if 
she  fails,  a  catheter  must  be  passed.     A  trained  nurse  should 
be  able  to  perform  t.his  delicate  operation,  but  in  many  cases 
you  must  do  it  yourself.     It  must  be  done  with  strict  aseptic 
precautions,  and  by  sight,  noi  by  touch.     You  should  make 
it  a  routine  to  inquire  in  every  case  on  your  first  visit  iifter 
delivery,   if  urine  has   been  passed.       Unless  the  pdlient   is 
suffering  considerable  inconvenience,  she  is  not  likely  to  volun- 
teer the  statement  that  she  is  unable  to  urinate.     If  the  bladder 
is  left  overdistended  for  many  hours,  not  only  will  there  be 
great  immediate  suffering,  but  the  after  results  may  be  very 
serious. 

After-pains. — Multiparous  patients  will  almost  invariably 
suffer  from  these  for  thirty-six  to  forty-eight  hours  after  labour. 
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If  they  are  excessive,  a  dose  of  opium  may  be  given.  When 
they  occur  in  primiparaB.  they  are.  as  a  rule,  due  to  retention 
of  clot  or  a  part  of  the  secundines.  In  such  cases  it  may  be 
necessary  to  clear  the  uterus,  by  means  of  the  fingers  and  an 
intra-uterine  douche. 

Evacuation  of  the  Bowels.- The  bowels  are  generaUy 
sluggish,  and  must  be  cleared  out  forty-eight  hours  after 
labour.  Any  purgative  may  be  used,  but  there  is  nothing 
better  than  the  old-fashioned  castor  oil.  A  saline  should  be 
given  if  the  millc  is  to  be  dispersed,  but  salts  should  never  be 
administered  after  severe  hteraorrhage.  It  may  be  necessary 
to  give  H  simple  enema  of  soap  and  water.  During  the 
remainder  of  the  puerperium  a  daily  evacuation  should,  if 
possible,  be  secured. 

The  Diet.— The  patient  will  not  be  inclined  for  nmch  food 
for  a  few  days,  but  she  will  probably  be  thirsty.  For  the  first 
three  days  she  should  l)e  kept  on  fluids,  such  as  tea  and  toast 
or  biscuits,  milk,  gruel,  milk  puddings,  soups,  beef-tea,  and 
porridge  in  the  mornings,  if  she  cares  for  it.  After  the  bowels 
have  been  cleared  something  more  substantial  may  be  given, 
such  as  eggs,  fish,  rabbit,  chicken,  or  a  chop,  and  in  a  few  days 
ordinary  plain  food.  If  she  is  nursing,  she  must  continue  to 
take  a  good  deal  of  farinaceous  food  and  plenty  of  milk.  If 
she  is  not  nursing  tiie  amount  of  fluid  must  lie  limited,  but 
If  she  is  thirsty  she  may  be  given  a  cream  of  tartar  drink 
In  ordmary  cases  stimulants  are  not  required. 

Pulse  and  Tcmperature.-The8e  should  be  taken  morning 
and  evening.  As  already  stated,  the  nulse  rate  should  fall 
immediately  after  lalwur,  and,  if  everything  progresses  favour- 
ably, It  should  remain  somewhere  al)out  normal  throughout  the 
puerpermm.  The  temperature  is  usually  slightly  raised  during 
latour,  but  it  should  soon  fall  to  normal,  or  a  Httle  below  that 
and  remam  about  normal  throughout.  If  the  breasts  become 
engorged  n  mil  rise  slightly,  but  any  riso  of  over  100-5^  F  must 
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be  looked  upon  with  grave  saapioion.  The  pulae  rate  is  % 
much  safer  |i(uide  than  the  tenaperatui@.  If  it  penistenkly 
rc'inains  hi^h,  even  although  the  temperature  doeit  not  oorre- 
spond,  there  inutit  he  something  wrong.  In  considering  the 
oomplicationn  of  the  puerperium  wt;  nhall  deal  with  this 
further. 

The  Breasts.  —  While  involution  is  taking  place  in  tho 
variouH  organs  an  (^iitir»<ly  uppoHiie  proccHH  in  going  ov  n\  tht, 
hrewMts.  This  proccHS  of  growth  or  evolution  has  beguy  dur- 
ing the  pregnancy,  and  there  has  "v  u  lieen  some  secretion  of 
milk.  Bv  the  second  or  third  da\  active  secretion  of  milk 
will  be  established,  and  th'-  breasts  will  probably  lie  eiii^orged 
and  painful.  .\s  already  stated,  the  temperature  and  pulse 
may  rise  a  little. 

Unless  the  woman  is  very  delicate,  or  there  is  some  very 
good  reason  for  her  not  d^ing  so,  she  should  suckle  hor  child. 
This  is  what  Nature  intends,  and,  as  lar  as  possible,  Nature 
should  \ie  allowetl  to  have  her  way.  Suckling  stiumlaten  in- 
volution and  thus  benefits  the  mother,  while  the  child  gets  its 
natural  nourishment.  In  our  large  cities  especially,  the  number 
of  women  who  can  nurse  their  children  seems  to  be  much 
fewer  than  of  old.  This  is  not  altogether  from  disinclination, 
but  in  many  cases  from  actual  inability. 

During  the  last  two  or  thif  e  weeks  of  pregnancy  the  nipples 
should  have  been  drawn  oui,  and  occasionally  bathed  with  a 
spirit  lotion,  so  as  to  prepare  them.  They  should  be  carefully 
washed  before  the  child  U  allowed  to  suckle.  Some  advise 
puttinfi  the  child  to  the  breast  immediately  after  labour,  es- 
pecially if  there  is  any  tendency  to  post-partuni  hasmorrhagc. 
but  it  is  better  to  wait  for  some  hours  at  least,  until  the  woman 
has  restod  a  liitle.  The  nipples  must  Iw  kept  ^jerfectly  clean, 
and,  if  there  is  the  least  tendency  to  their  becoming  tender  oi 
chapped,  they  must  be  treated  at  once.  A  preparation  of  tannic 
acid,  sulphurous  acid,  and  glycerine  ui.kes  a  good  application. 
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If  the  breaatt  beootne  engorged  and  painful,  a  brisk  saline 
purge  will  unually  relieve  them.  They  may  aUo  tw  carefully 
massaged  by  rubbing  towards  the  nipples.  Warm  olive  oil 
should  be  used  on  the  hands  while  rubbing.  Sometimes  it 
will  be  necessary  to  exhaust  them,  or  to  relievo  the  pain  by 
Hedative  lotions,  such  as  lead  and  opium,  or  a  Iwllatlonna  pre- 
paration. If  u  lotion  is  used,  care  must  be  taken  to  thoroughly 
cleanse  the  nipples  before  the  child  sucks,  or  it  may  be  poisoned. 
When  the  nipples  are  very  flat,  a  nipple,  shield  may  bo  neces- 
sary. 

To  disperse  the  milk,  when  nursing  is  not  to  be  attempted, 
saline  purges  should  ije  given  and  the  amount  of  fluid  diet 
restricted.  Belladonna  plasters  or  other  preparations  of  the 
«lru}4  are  frequently  applied  to  the  breasts,  but  the  best  means 
of  checking  the  secretion  is  by  having  the  breasts  padded  and 
hrinly  bandaged,  immediately  after  delivery.  If  this  is  done 
properly,  the  milk  secretion  will  be  checked  in  a  very  few  days. 

Howlong  should  a  Puerperal  Patient  be  confined  to  Bed? 
—No  woman  should  be  allowed  to  sit  up,  out  of  bed,  until  the 
fundus  uteri  has  fallen  below  the  brim.  As  this  does  not  occur 
before  the  tenth  day,  she  should  not  be  allowed  to  rise  before 
then.  Working-class  women,  as  a  rule,  rise  far  too  soon,  and,  as 
a  consequence,  many  of  them  sutfer  from  subinvolution  and  dis- 
placements. If  there  is  no  trained  nurse,  then  by  the  sixth 
or  seventh  day  the  patient  may  be  lifted  out  of  bed  on  to  a 
couch  while  the  bed  is  being  thoroughly  made,  as  ordinary 
iittemlauts  seldom  know  how  to  make  a  bed  with  a  patient  in 
it.  This  may  be  repeated  each  night,  and  will  greatly  add  to 
the  patient's  comfort.  By  the  end  of  a  fortnight  most  patients 
will  be  able  to  be  up  for  part  of  the  day,  and  they  may  go  about 
the  house  during  the  third  week  and  even  go  out  for  a  little  in 
line  summer  weather.  After  a  severe  labour,  if  the  parts  have 
been  lacerated,  the  patient  should  not  be  allowed  to  leave  her 
bed  until  healing  is  complete. 
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Care  of  the  Child.— This  is  largely  left  to  the  nurse,  but 
the  doctor  should  see  that  it  is  properly  attended  to.  The 
eyes  should  be  carefully  washed,  and  if  there  has  been  any 
suspicious  vaginal  discharge  from  the  mother,  protargol  20  gr. 
to  the  ounce  should  at  once  be  dropped  into  them.  In  hospital 
practice  this,  or  some  other  preparation,  is  invariably  used  as 
a  preventative  of  ophthalmia. 

Dressing  the  Cord. — Before  a  dressing  is  applied,  always 
examine  the  cord,  to  see  if  there  is  any  oozing.  If  there  is, 
and  in  all  cases  where  the  cord  is  very  thick,  apply  a  second 
Ugature  about  an  inch  from  the  skin.  In  a  very  short  time  a 
thick  cord  will  shrink  so  much  that  the  ligature  will  become 
quite  loose,  and  bleeding  of  a  very  serious  nature  may  occur. 
The  cord  is  usually  dressed  with  a  clean  linen  rag,  but  it  would 
be  much  safer  to  put  a  dry  antiseptic  dressing  on  it,  after 
dusting  it  well  with  Iwracic  acid.  In  hot  climates  this  should 
always  be  done  as  a  preventative  of  tetanus  neonatorum. 
When  the  child  is  dressed  it  may  l)e  given  a  little  sugar  and 
water,  but  it  should  not  be  at  once  dosed  with  castor  oil.  It 
may  be  put  to  the  breast  in  a  few  hours.  On  your  first  visit 
always  ask  if  it  has  passed  water  and  had  its  bowels  moved. 
If  the  bowels  have  not  moved,  examine  the  anus  to  see  if  the 
rectum  is  occluded.  The  first  milk  or  colostrum  from  the 
mother  will  usually  move  the  bowels,  but,  if  it  does  not  and  the 
rectum  is  patent,  half  a  teaspoonful  of  castor  oi'  may  be  given. 
If  there  is  any  difficulty  with  the  urine,  examine  the  foreskin 
in  boys,  as  it  sometimes  requires  to  be  dilated  or  incised.  The 
administration  of  hot  water  or  ten  drops  sp.  aeth.  nitrosi  may 
be  required  to  assist  the  kidneys. 

The  stump  of  the  cord  should  drop  off  in  from  three  to  seven 
days,  and  you  should  then  examine  the  umbilicus  to  see  if  it 
is  all  right. 

The  proper  feeding?  of  the  child  will  be  dealt  with  in  a  sub- 
sequent chapter. 
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THE  II.fiMOKKHAGES  OF  THE  EARLV  MONTHS  OP 
PREGNANCY. 

Menstruation-FurpuraH«,„orrhagica-Scurvy-a.mophilia-H.emor- 
rhage  from  a  D.seased  Cervix-Haemorrhage  from  Wounds  of  the 
External  Genitals— Ectopic  Pregnancy. 

As  a  rule,  when  a  woman  becomes  pregnant  her  monthly  men- 
strual discharge  ceases  completely,  and  she  should  be  free  fro.., 
any  loss  of  blood  from  the  uterus  until  lalx)ur  occurs.     In  a  few 
cases,  however,  menstruation  is  continued  for  the  first  two  or 
three  months.     During  this  time  the  ovum  does  not  entirely 
fill  the  uterine  cavity,  and  until  it  does,  there  is  a  free  space 
l)etween  the  decidual  reflexa  and  vera  from  which  the  discharge 
>nay  come.    In  other  cases,  again,  menstruation  has  besn  noted 
as  continuous  throughout  the  whole  pregnancy,  and  a  very  few 
rare  cases  have  l,ee.a  recorded,  where  women  have  menstruated 
only  dunng  pregnancy.     An  explanation  of  this  phenomenon 
o   menstruation  during  pregnancy  is  found,  in  some  of  the  cases 
a   least,,,  the  fact  that  there  is  a  double  utems.     In  the  early 
stages  of  development  the  uterus  is  a  double  organ,  and  in  rare 

r;.'t        ".  "'*  '^^'  ^^^'''  ''  *^**  ^  "*«r"«  didelphys 

-s.sts.  or  the  two  halves  may  fuse,  but  the  septum  between 

t'lem  remains,  giving  a  utei-us  bicornis  duplex.     The  vagina 

may  or  may  not  be  double.     Each  haT  has  its  own  ovary  !nd 

iaU  p.an  tube,  and  an  ovum  may  develop  in  one  or  both  of  the 

con  inn  !  '"''"  °°^^  ''''"'""'  impregnated,  the  woman  mav 
continue  to  menstruate  from  the  other  side,  but  this  does  not 
necessanly  follow,  as  is  shown  in  the  case  of  I.rs.  W    page  40^ 

(163)  ^^ 
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If  the  second  should  happen  to  become  impregnated  several 
monms  after  the  first,  there  would  be  a  complete  cessation  of 
menstruation,  and  you  would  have  a  very  interesting  condition 
at  labour,  of  the  birth  of  either  a  mature  and  a  premature 
child  at  one  time,  or  of  two  mature  children  within  a  few 
months  of  each  other.  This  is  an  explanation  of  what  is 
usually  dest.ribed  as  the  condition  of  superfcetation. 

Treatment. — Menstruation  during  pregnancy  does  not  call 
for  any  special  treatment,  but  the  woman  should  rest  at  the 
times,  as  there  is  likely  to  be  a  tendency  to  an  abortion  or 
premature  labour. 

In  rare  cases  slight  irregular  hiemorrhages  may  occur  with- 
out any  apparent  cause,  and  they  may  continue  throughout 
the  whole  pregnancy.      The  following  is  a  case.      Mrs.   «. 
during  her  first  pregnancy  began  to  have  a  slight  discharge  of 
blood  about  the  fourth  month,  and  this  continued  until  prema- 
ture labour  came  on  at  the  seventh  month.     There  was  no 
extra  bleeding  at  the  confinement,   so  it  was  not  a  case  of 
placenta  prsevia.      The  child  survived.      During  her  secor-l 
pregnancy  she  was  under  my  care.     About  the  lourth  m    -ii 
the  discharge  commenced  again,  and  it  continued  throughout 
the  whole  pregnancy.     It  was  very  slight,  but  it  was  nearly 
always  present.     Careful  examination  threw  no  light  on  the 
subject.     Various  drugs  were  given  in  addition  to  a  continuous 
course  of  chlorate  of  potash,  but  nothing  checked  it.     She  went 
to  full  time,  and  was  delivered  of  a  fine  healthy  child.     Tlie 
placenta  was  normally  situated,  but  it  showed  extreme  fatty 
and  calcareous  degeneration.     This  was  not  a  case  of  mensti  el- 
ation,  neither  was   there  a  double   uterus.       The   patient   is 
healthy  and  her  ordinary  menstrual  periods  are  normal.     The 
decidua  was  undoubtedly  in  an  unhealthy  condition,  and  the 
bleeding  probably  came  fiom  the  part  of  it  in  the  lower  uterine 
segment.     The  chlorate  uf  potash  probably  eamied  hor  on  to 
full  time. 
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Purpura  Haemorrhagica  is  an  exceedingly  rare  complica- 
tion of  pregnancy,  but  when  it  does  occur  it  is  apt  to  interrupt 
the  pregnancy.  It  may  occur  any  time  durin„'  the  pregnancy. 
A  general  haemorrhagic  rash  appears  all  over  the  patient,  and 
there  is  often  bleeding  from  the  kidneys,  bowels  and  stomach. 
The  gums  will  also  bleed  profusely.  The  uterus  is  almost  sure 
to  expel  its  contents,  and  profuse  htemorrhage  often  occurs. 
The  patient  may  die  from  htemorrhage  at  the  time  of  labour 
or  abortion,  or  subsequently  from  e.xhaustion  or  sepsis.  In 
some  cases  the  disease  may  only  manifest  itself  during  the 
puerperium.  In  all  cases  the  proynosis  is  exceedingly  grave. 
For  a  fuller  discussion  of  this  condition  see  chapter  v. 

Scurvy.— This  disease  is  occasionally  found  in  pregnancy 
in  large  cities  during  times  of  distress.  It  arises  from  improper 
feeding,  especially  from  the  want  of  fresh  meat  and  vegetables. 
A  diet  of  tea  and  bread,  with  an  occasional  salt  fish,  is  sure  to  be 
followed  by  scun-y  sooner  or  later.  It  thus  differs  from  purpura 
liicmorrhagica,  as  diet  has  nothing  to  do  with  causing  the  latter. 

The  disease  will  probably  first  manifest  itself  in  the  ^mms, 
which  will  become  very  spongy  and  bleed  easily.  Htemorrhages 
will  a^^pear  in  different  parts  of  the  l)ody.  There  may  be  a  rash, 
l)ut  the  haMiiorrhages  will  usually  be  much  larger,  forming  spots 
of  ecchyniosis.  The  disease  differs  in  no  way  from  an  ordinary 
case  of  scurvy,  hi  mild  cases  pregnancy  may  not  be  interfered 
with,  but,  if  the  disease  is  severe,  abortion  or  premature  labour 
may  occur.     The  child  may  show  evidence  of  the  disease. 

Tlie  projnosi,  is  favourable  in  mild  cases  for  both  mother 
rtnd  c       .  but  in  severe  cases  it  is  unfavourable  for  both. 

The  tmitnimt  is  the  same  as  in  ordinary  scurvy,  r/--  a 
hijeral  fresh  diet,  with  plenty  of  vegetables.'  Lime  juice  may 
fjf  -iveu,  aud  iron  and  arsenic.  The  mouth  should  be  kept 
clean  with  an  antiseptic  wash. 
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Haemophilia. — This  is  fortunately  an  exceedingly  rare  com- 
plication  of  pregnancy.  If  it  should  occur  the  patient  would,  as 
at  other  times,  be  liable  to  haemorrhages  in  vai.ous  parts  of  the 
body  from  slight  injuries.  She  would  likely  be  more  liable  to 
abort  than  an  ordinary  patient,  and  there  would  be  great  diih- 
oulty  in  controlling  the  htemorrhage,  then  and  after  labour. 

The  protfnosis  of  labour  or  abortion  in  such  a  case  would  be 
grave. 

Treatment. — I  would  suggest  the  administration  of  supra- 
renal extract  for  a  few  days  before  labour,  or  on  t.\e  onset  of 
abortion.  To  control  post-partum  bleeding  the  uterus  and 
vagina  should  be  very  firmly  plugged,  prefembly  with  strips 
of  gauze,  steeped  in  a  solution  of  suprarenal  extract.  J.  the 
ordinary  gland  substance  were  used,  30  gi".  of  the  powder  should 
first  be  boiled  for  three  minutes  in  a  pint  of  water,  so  as  to 
sterilise  it.  An  intra-uterine  douche  of  a  couple  of  pints  of 
this  solution  might  first  be  given.  The  plug  could  be  left  in 
for  twenty-four  hours,  and  if  there  was  any  bleeding  on  its 
removal  another  should  be  inserted.* 

Haemophilia  is  sometimes  seen  in  the  new-born  infant.  I 
reported  a  case  of  this  in  the  British  Medical  Journal  some 
years  ago.  The  child  died  when  about  a  fortnight  old  after 
repeated  haemorrhages  into  almost  all  parts  of  its  body,  including 
the  joints. 

Haemorrhages  may  occur  from  various  parts  of  the  body,  and 
also  from  the  uterus,  in  severe  constitutional  diseases,  such  as 
haemorrhagic  sinall-pox,  typhus  and  scarlet-fever.  The  preg- 
nancy will  be  almost  sure  to  be  interrupted. 

The  prognosis  in  such  cases  is  exceedingly  grave. 

The  treatment  consists  in  the  ordinary  treatment  of  such 
diseases.  Special  attention  must  be  paid  to  the  prevention  of 
post-partum  haemorrhage.     In  measles  there  is  said  to  be  a 

'  The  application  of  superheated  steam  (atmocausis)  to  the  interior  of 
the  uterus  has  been  strongly  advocated  by  Pincus. 
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special  tendency  to  post-partum  haemorrhage,  but  this  has  not 
been  my  experience. 

Haemorrhage  from  a  Diseased  Cervix.— In  cancer  of  the 
osrvix  htemorrhage  may  '^^cur  at  anv  time  during  pregnancy. 
Coitus  or  the  examining  linger  may  cause  it.  Tfiere  will  prob- 
ably be  a  foul  discharge  as  well. 

Diagnosis.~Pcr  vayinam  the  cervix  will  lie  found  to  be 
ulcerated,  and  probably  breaking  down.  It  will  bleed  easily 
on  touch.  Care  must  be  taken  not  to  mistake  it  for  a  case  of 
placenta  prsevia. 

The  prorftiosis  is  exceedingly  grave  as  regards  the  mother. 

Treatment.— In  the  early  months  the  best  treatment  is  com- 
plete extirpation  of  the  uterus.  If  the  case  has  gone  on  to  full 
time,  it  may  be  possible  to  deliver  a  live  child  by  the  natural 
passages,  but  in  many  cases  this  will  be  impossible.  In  the 
interest  of  the  child  a  Csesarian  section  should  be  done,  and  a 
complete  extirpation  of  the  uterus.  The  woman's  chances  will 
be  small,  but,  as  otherwise  her  fate  is  sealed,  you  will  be  justified 
in  taking  great  risks. 

Haemorrhage  from  Wounds  of  the  External  Genitals— 
During  pregnancy  the  external  genitals  become  very  vascular. 
The  vagina  takes  on  a  dusky  hue,  and  the  veins  about  the  vulva 
are  frequently  very  varicose.  An  injury  to  the  vulva  or  vagina 
may  cause  very  violent  haemorrhage.  If  the  surface  is  ''not 
broken,  a  haematoma  will  form,  and  it  may  reach  a  large  size. 
If  there  is  a  wound  it  may  be  only  a  very  small  one,  and  yet 
the  haemorrhage  may  be  most  alarming. 

A  description  of  two  such  cases  will  suHice.  In  the  first 
case  the  woman,  a  multipara,  was  about  seven  months  preg- 
nant. While  intoxicated  she  had  fallen  against  the  sharp  edge 
of  a  tub  into  which  she  was  micturating.  She  .  .arly  bled  to 
death  from  a  small  punctured  wound  in  the  vest  ale,  near  the 
meatus  urinarius.  The  wound  was  exactly  like  a  leech  bite.  I 
had  considerable  difficulty  in  securing  the  bleeding  point  with  a 
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ligature.  The  second  case  was  also  in  a  multipara  about  seven 
months  pregnant.  In  getting  out  of  1)6(1  hurriedly  she  hail 
fallen  astride  of  the  liaok  of  a  chair.  The  wound  was  a  much 
larger  one  than  in  the  other  case,  involving  the  meatus  urinariuH 
and  extending  up  into  the  vestibule.  It  was  stitciied  with  cat- 
gut before  she  was  brought  to  us,  and  as  it  was  still  oo>;ing  we 
plugged  the  vagina  and  vulva,  and  put  on  pressure  by  means  of 
a  large  vulvar  pad  secured  with  a  T  Imndage.  Both  cases  did 
well  and  went  to  full  time. 

The  prognosis  is  good,  if  the  patient  is  seen  in  time.,  but  she 
might  easily  bleed  to  death,  if  not  attended  to. 

Treatment. — Secure  the  point  by  means  of  ligatures  or 
stitches.  You  will  find  some  ditliculty  in  doing  this,  us  there 
is  so  little  tissue  between  the  symphysis  and  the  mucous  mem- 
brane. If  the  meatus  is  involved  you  may  have  to  tie  a  catheter 
in.     In  stitching  be  careful  not  to  include  the  urethra. 

In  a  case  of  htematoma  apply  cold  compresses  and  use 
absorbents.  If  it  is  in  the  early  months,  it  will  probably 
absorb  before  labour.  On  the  slightest  indication  of  sup- 
puration, incise,  turn  the  clot  out,  and,  after  washing  out  the 
cavity,  plug  it  thoroughly  with  iodoform  gauze. 

Injury  to  the  vagina  may  be  caused  by  violent  coitus,  or  l)y 
something  being  pushed  into  it,  e.ij.,  to  induce  abortion. 

Treatment. — Secure  the  wound  by  stitches,  if  possible,  or  use 
a  firm  pluj;.  We  have  found  suprarenal  extract  very  useful 
when  there  was  much  oozing  of  blood. 

Ectopic  Pregn.\ncv. 


The  subject  of  ectopic  pregnancy  is  such  a  wide  one  that 
I  shall  not  attempt  to  iiycuss  it  fully,  but  shall  content  myself 
with  a  short  sketch  of  it  from  a  clinical  standpoint.  As  haemor- 
rhage is  a  very  constant  feature  of  this  condition,  it  will  be 
convenient  to  consider  it  in  this  section. 


H.EMORRHAni:s  or  EARLY  MOXTFtS  OF  PI        SA.S'CV.    i^g 

Under  the  term  ectopic  are  included  all  the  forms  of  preg- 
nancy which  occur  outside  the  uterine  cavity.     At  one  time  it 
was  maintained  that  in  all  cases  the  pumary  starting-point  was 
some  part  of  the  tuhe,  but  recently  it  has  been  shown  that  there 
is  u  primuiy  ovarian  form,  i,:,  that  the  ovum  becomes  imprcK- 
iiated  in  the  ovary  and  attaches  itself  there  from  the  very  first. 
A  primary  alxlominul  form  has  not  yet  betn  clearly  demonstrated! 
When  the  ovum  develops  in  that  portion  of  the  tulw  which 
penetrates  the  uterine  wall,  it  is  called  an  interstitial prefimmy. 
As  it  grows,  it  may  push  its  way  into  the  uterine  cavity  and  give 
rise  to  a  tuba-uterine  prennanc/,,  which  may  go  to  full  time  and 
terminate  by  delivery  through  the  normal  passages.     The  true 
IiiImiI  nuietie-s are  named  according  to  the  position  of  attachment. 
infnmlibidar  or  rnnpiiUnr,,.     The  abtlominal  ostium  of  the  tub^ 
is  generally  closed  by  adhesions  before  the  eighth  week,  but  in 
some  cases  the  ovum  grows  out  through  it  into  the  alxlominal 
cavity,  and  gives  rise  to  a  tiiho-abdomiual.  prciinancy.    The  same 
condition  may  arise  by  the  ovum  forcing  its  way  through  the 
wall  of  the  tube,  or  through  the  broad  ligament  secondarily  to  a 
primary  rupture  between  its  folds.     If  the  ovum  is  extruded 
completely  through  the  abdominal  ostium  and  loses  its  attach- 
■nents,  so  that  further  development  ceases,  a  tubal  abortion  has 
occurrecJ      When  the  fimbriae  become  attached  to  the  ovary 
and  ff  .-ovarian  cyst,  the  gestation  sac  will  grow  into 

this  .     ,  a  tubo-ovarian  pre,, nancy.     This  form  has  fre- 

quent mistaken  for  a  true  ovarian  one.     Hub-peritoneo- 

pelvic  or  mtra-li;,amcntous  really  begin  as  tubal,  but  either 
rupture  through  the  lower  part  of  the  tube,  or  so  stretch  it  as 
to  extend  between  the  folds  of  the  broad  ligament.  If  develop- 
ment contmues,  the  peritoneum  is  gradually  lifted  up  If  a 
secondary  rupture  occurs  into  the  peritoneal  cavity  and  develop- 
ment contmues,  you  get  a  tuba-abdominal  variety.  In  all  cases 
where  development  continues  after  rupture,  the'  placenta  must 
Have  remamed  fairly  intact. 
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Course  and  Termination  of  an  Ectopic  Pregnancy.— 

Almost  every  variety  may  go  to  full  time,  but  in  moat  oases 
rupture  ooouni  in  the  early  months.     In  a  (ew  cases  a  tubal 
abortion  occurs,  by  the  ovum  being  extruded  from  the  fim- 
briated extremity  of  the  tube  into  the  peritoneal  cavity.     When 
the  impregnated  ovum  comes  to  rest  in  the  tube,  it  becc-^es 
attached  to  a  thickened  portion  of  the  mucous  membrane  which 
forms  a  decidua  serotina.     The  other  decidute  form,  but  not  so 
completely  as  in  a  uterine  pregnancy.     The  calibre  of  the  tube 
is  not  very  great,  and  in  a  short  time  the  growing  ovum  will 
have  distended  it  very  much.     The  wall  is  very  likely  to  give 
way,  especially  if  any  sudden  strain  be  put  upon  it.     A  rough 
examination  may  very  easily  cause  a  rupture.     There  is  a  great 
tendency  to  haemorrhages  into  the  intervillous  spaces,  and  this 
may  cause  rupture,  or  so  affect  the  embryo  as  to  destroy  it. 
Rupture  is  liable  to  occur  at  the  placental  site,  as  the  tube  is 
thin  there.    If  the  tear  is  into  the  peritoneal  cavity,  the  bleeding 
may  be  so  profuse  as  to  cause  the  patient's  death  in  a  'ery  short 
time.      If  the  pelvis  becomes  roofed  over  by  adhesions,  the 
bleeding  may  be  checked  by  the  pressure  of  the  enoapsuled 
blood,  preventing  fatal  loss.     A  secondary  rupture  may  occur 
and  prove  fatal.     In  many  cases,  the  tube  ruptures  at  its  lower 
part,  and  the  bleeding  occurs  l>etween  the  folds  of  the  broad 
ligament.     The  pressure  may  prevent  a  very  large  quantity 
from  being  poured  out.     A  secondary  rupture  may  occur  here 
into  the  peritoneal  cavity  and  cause  death.     If  the  embryo 
has  not  been  destroyed,  nor  the  placenta  interfered  with,  the 
ovum  will  go  on  developing  between  the  layers  of  the  broad 
ligament.     The  peritoneum  will  be  gradually  stripped  up.     The 
ovum  is  really  growing  Ixjhind  the  peritoneum,  or  in  other 
words  it  is  subperitoneal.     If  a  secondary  rupture  does  not 
occur,  it  may  go  on  developing  to  full  time.    If  the  foetus  is  not 
then  removed  by  operation,  it  will  soon  die  and  shrivel  up.    It 
may  be  retained  for  many  years  without  giving  rise  to  nuich 
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diworafort.  but  It  i,  liable  to  oonumination  from  the  bowel  whioh 

"  r.r'  u   u''  "'"  *'"'  P~'*''y  '"^'^  ^°  "^'-harKe  piece- 
meal through  the  rectum  or  eUewhere.     When  the  embryo  i. 

dentroyed  m  the  early  months  it  will  very  BcK,a  be  absorbed 
and  many  pat.ents  recover  in  thi,  way  by  absorption  of  the 
ovum  and  clots.     In  so.ne  cases  it  may  abort  into  the  peri- 
toneal cav.ty  through  the  .  uium  of  the  tul>e   without  rupture 
occurring.  f««io 

The  placenta  is  said  to  grow  after  the  death  of  the  fu3tus 
but  this  .s  really  not  the  case.  It  increases  in  sue  from  ex- 
travasation  of  blood  into  its  tissues.  This  extravasated  blood 
becomes  organised,  and  the  placenta  boco.nes  changed  into  a 
maas  of  connective  tissue.  There  is  an  increase  in  size,  but  it 
18  not  a  true  growth. 

Twin  embryos  are  occasionally  found,  and  at  times  both 
tubes  are  affected,  and  occasionally  a  tubal  pregnancy  co-exists 
NNMth  an  ordinary  uterine  one.  The  corpus  luteum  has  been 
observed  to  be  in  the  ovary  of  the  other  side  from  that  in 
which  the  pregnancy  is.  so  that  there  must  have  been  a  miara- 
tion  of  the  ovum. 

si.!^nf^T  !r  **"?  ^'^^'•"^-The  uterus  enlarges  to  about  the 
s  /.e  of  a  th.rd  or  fourth  month's  pregnancy,  but  does  not  in- 
crease  beyond  that  even  if  the  f<Btus  develops  to  full  time.  A 
deculua  forms  in  uterus,  and  it  is  generally  cast  off  about 
he  tune  of  rupture  of  the  tube.    The  cervix  is  softened,  just  as 

"radii    ""'';  ^''^"'"'^-     ^^'"  '^'  ^^""^  d'^^'  the  uterus 
gradually  mvolutes  and  returns  to  normal  size. 

.i^'y"^  •V///^/^/o,«.._ln  the  early  period  you  get  the  u^ual 
and  the  breasts  may  exhibit  changes.     As  regards  menstruation 

rhaTe    1  .n   '      ''  '"""'^  ''"  ^  *^"^«'  '^"*  ^"'^^^^  ^^mor- 
ueTbran?        n*'*^   a  few  weeks.     Shred,  of  the  decidual 

cast.     This  IS  a  most  valuable  indication,  especially  if 
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a  iniorowopio  examiuniion  uf  it  be  nukde.  Uecidunl  wIU  »Dd 
no  chorionic  villi  will  be  found  in  it.  thuH  distinguishing  it  from 
an  early  ordinary  abortion.  The  patient  may  »ulTer  from 
orampy  pains.  If  an  examination  is  made,  the  uterus  will  be 
found  enlarged  and  the  oervix  nofteneil.  A  careful  bimanual 
examinatiou  will  reveal  a  nwelling  at  ..u.^  or  other  nide. 
apparently  in  the  tube,  and,  unlenn  it  be  an  ovarian  pregnancy, 
separate  from  the  ovary.  It  i«  not  often  the  condition  is  re- 
cognised  before  rupture.  One  seldom  has  an  opportunity  of 
examining  a  patient  Iwforehand,  uuIchh  the  irregular  hmmor- 
rhages  oiiuse  her  to  seek  advice.  In  some  cases  the  jiati'^nt  has 
no  idea  that  she  is  pregnant,  and  if  she  is  unmarried  she  may 
carefully  conceal  the  fact  that  she  might  Ihj  in  that  condition. 
Prior  to  rupture,  the  indications  are  very  obscure. 

Symptimi.s  of  iiH,/>///;c.— Rupture  occurs  usually  I .e fore  the 
twelfth  week.  Without  any  warning  the  patient  may  l)e  seized 
with  agonising  pain  in  the  ulxlomen,  followetl  l)y  sudden  col- 
lapse. There  is  a  bloody  flow  from  the  uterus.  The  patient 
will  show  all  the  indications  of  profound  shock  and  severe  in- 
ternal hieraorrhage.  The  small  amount  of  external  hemorrhage 
can  not  in  any  way  account  for  the  anajmiu.  If  the  rupture 
be  only  partial,  the  symptoms  may  not  be  very  alarming,  l)Ut, 
on  the  other  hand,  if  it  be  complete  and  the  hicmorrhage  profuse, 
death  may  (luiokly  follow.  .\  secondary  rupture  may  occur  a 
few  hours  or  days  later,  and,  if  the  patient  does  not  t.uccumb  to 
this,  abdominal  tenderness  will  show  that  peritonitis  has  set 
in.  If  the  rupture  has  occurred  into  the  broad  ligament  the 
htemorrhage  may  be  circumscribed,  a  hiematoma  being  formed, 
and  it  can  be  detected  by  bimanup.l  examination  ;  but  when  the 
blood  is  free  in  the  peritoneal  '.y,  you  cannot  detect  it  until 
it  has  gravitated  into  Douglas's  pouch  and  l)ecome  so  far  con- 
solidated. 

With  t^iC  subperitoneal  variety,  if  the  vitality  of  the  fcEtus 
is  not  interfered  with,  it  may  go  on  developing.     Secondary 
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rupture  m»y  occur  into  the  peritoneal  cavity  ami  cau...  the 
woman,  death,  [n  ,uu»t  oawH  the  fc«tu.  doen  not  develop 
lH»yond  the  fourth  month,  but  it  occaHionally  k'  -s  on  to  full  time 

When  «  tul«l  alwtion  .HJCurH  the  Hyn.pion.K  ,nav  not  be 
very  Hevere.  and  thn  condition  may  ..uHily  In,  „.iH,.»k..n  for  nome 
other  forn.  of  tulml  dinms...  There  will  pn.lmblv  be  ,e,..atcd 
ha.n.orrh.i«e8.  un<i  a  lui-maiocele  will  form  »n.l  k.  umdually 
abgorbed,  or  it  may  suppurate. 

.Antecwlent  pelvic  dineane  will  «enerallv  have  In^en  present 
The  condition  in  ruuch  more  common  with  multipara- than  with 
pnm.p,ir«.  and  it  not  unfrequently  follows  a  tin...  of  nterilitv 
It  may  recur. 

Dia,„umH.  -Before  rupture  this  is  n..t  often  made,  as  patient- 
are   sel.lon.   exannned.   but    .    .-areful    biu.a.mal   exan.ination 
would   reveal   an   elastic   swell.a«  in  the  tuln,.  by  th,.  side  of 
'I  Hh^hflv  enlarged  and  somewhat  softened  uten.s      Distinct 
pulwition  miKht  Ikj  detected  in  the  mass.  and.  if  the  ovary  as 
well  can  Ik-  felt  se|mrate  from  the  mass,  vou  cat,  be  sure  of 
your  chaKnosis.     In  the  only  «vse  which   I   have  seen  before 
ruMture,  the  mass  could  be  made  out  quite  distinct  from  the 
ovary.     In  examining  u  case   of  this   kind  it   must   !«.  done 
gently,  as  any  rough  handling  may  easily   cause  a  rup  ne 
At  the  tm.e  ,>f  rupture  into  the  peritoneal  cuvitv.  the  s      re 
ocuhsed    pain    and   collapse   of  the   patient,  u,ur    he   va^.r-ul 
huMuorrhage,  will   jKjint   to  what    has   <x-curred.     .'    bimanual 
exammation   will   reveal  a  mass  at  one    .■  other     .1.-  of  the 
"terus.   but   this   nmy   not   be   very  dist  .  •     at   first       If   the 
hu.nu>rrhage  is  into  the  broad  ligament,  the  mass  will  be  more 
easily  detected.      In  all  cases  where  a  membranous  cast  con.es 
'jway.  .t  should  \^  snbnntted  to  a  microscopic  exa.nination  for 
decidual  cells.     In  doubtful  cases  a  scraping   nmv    Ik.  taken 
ion.  the  mtenor  of  the  ute.us  for  n.icroscopic   exan.ination 
f)ui  this  must  be  done  with  great  care. 

In  the  later  months  you  have  the  usual  signs  and  sy.uptoms 
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of  pregnancy.  The  foetal  parts  can  generally  be  felt  very  dis- 
tinctly, but  with  a  very  thin  abdominal  and  uterine  wall  they 
may  be  felt  in  a  normal  pregnancy  with  equal  ease.  The 
tumour  will  probably  not  be  in  the  middle  line,  and  you  may 
be  able  to  make  out  the  body  of  the  uterus  distinct  from  it, 
but  one  must  be  careful  not  to  confound  a  double  uterus  with 
the  condition.  It  must  also  be  borne  in  mind,  that  a  normal 
pregnancy  may  exist  with  an  ectopic  one. 

At  full  time  labour  will  come  on,  and,  beyond  a  decidual 
cast,  nothing  will  be  expelled  from  the  uterus.  The  pains  will 
pass  off  and  the  foetus  perish.  The  placental  circulation  will 
gradually  cease,  after  the  death  of  the  fcetus.  The  abdomen 
usually  decreases  in  size,  and  the  breasts  become  flaccid.  The 
foetus  may  form  into  j.  lithopaedion,  and  lie  quiescent  for  years, 
or  it  may  liecome  infected  from  the  bowel,  and  septic  symptoms 
appear.  If  the  patient  does  not  die,  the  fcstus  may  be  dis- 
charged piecemeal  through  the  abdominal  wall,  bladder,  vagina, 

or  rectum. 

Prognosis. — The  condition  is  a  very  serious  one,  but,  if  the 
patient  be  seen  in  time,  and  the  case  be  suitable  for  operation, 
prompt  action  will  probably  save  her. 

Treatment.— Before  rupture,  operate  as  soon  as  possible,  for 
you  never  know  how  soon  rupture  may  occur.  The  operation 
may  be  done  through  the  vagina,  l)ut  the  abdominal  route  is 
preferable.  The  tube  should  be  ligatured  and  removed  in  the 
usual  way.     Cave  must  be  taken  not  to  rupture  it. 

After  lupture,  if  hiEmorrhage  is  still  going  on,  operate  at 
once  to  check  the  bleeding.  Open  the  abdomen,  and  at  once 
clamp  the  bleeding  tube,  and  tie  and  remove  it.  Then  clean 
the  clot  out.  If  there  is  much  collapse,  a  quantity  of  saline 
solution  may  l)e  left  in  the  peritoneal  cavity.  The  patient 
should  be  freely  stimulated  and  given  a  large  saline  infusion. 
If  the  htemonhage  has  ceased,  but  the  patient  is  so  collapsed 
that  the  shock  of  an  operation  would  kill  her,  she  should  be 
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freely  stimulated  and  have  a  large  saUne  infusion,  to  rally  her 
before  operating. 

In  cases  first  seen  some  time  after  rupture,  where  a  hema- 
tocele has  formed,  there  is  no  doubt  that  many  mav  recover 
without  operation;  but  the  convalescence  will  usually  be  tedious, 
and  there  is  always  the  risk  of  suppuration  occurring,  so  it  is 
generally  preferable  to  operate.  In  these  cases  incision  through 
the  vagina  may  be  practised. 

In  advanced  cases  the  great  difficulty  lies  in  dealing  with 
the  placenta,  when  the  child  is  alive.     If  the  placenta  is  so 
situated  that  it  can  be  peeled  off  without  risk  of  the  patient 
bleeding  to  death,  it  should  be  removed,  and  the  hemorrhage 
controlled  by  packing  the  sac  with  gauze,  but  if  the  placenta 
IS  m  such  a  position  that  it  cannot  be  removed,  the  cord  should 
be  ligatured  and  cut  off  close,  and  the  sac  packed  with  gauze. 
The  sac  is  then  stitched  to  the  edges  of  the  incision,  and  the 
end  of  the  gauze  packing  left  protruding  at  the  lower  end  of 
the  wound.     After  some  days  the  mass  may  be  removed,  but 
there  is  considerable  risk  of  secondary  hemorrhage,  and,  if 
septic  infection  occurs,  the  outlook  is  bad.     The  packing  must 
be  renewed  as  often  as  required. 

If  a  spurious  labour  has  occun-ed  and  the  foetus  is  dead  a 
few  weeks  should  be  allowed  to  elapse,  so  that  the  circulation 
m  the  placenta  may  cease.  The  fcetus  and  placenta  should 
then  be  removed,  and  the  sac  plugged  and  treated  in  the  usual 
\vay,  until  it  closes  from  the  bottom. 


CHAPTER  XV. 

THE  H.€:M()RRHAGE.S  of  pregnancy  [Cnutunied). 

Abortion — Frequency — Time  of  Occurrence  —Causes — Conditions  in  the 
Uterus  in  the  Early  Months  of  Pregnancy — Varieties  of  Abortions — 
Signs  and  Symptoms — Diagnosis— Treatment— Curetting— Procured 
Abortion  —  Criminal  Abortion— Spurious  Abortion  —  Prophylactic 
Treatment  of  Abortions — Vesicular  Mole. 

Abortion. 

The  commonest  cause  of  haemorrhage  in  the  early  months  of 
pregnancy  is  an  abortion.  The  terms  abortion  and  miscarriage 
are  apphed  to  the  expulsion  of  the  uterine  contents  liefore  the 
foetus  has  reached  a  viable  age,  i.r.,  before  the  seventh  month ; 
from  the  seventh  month  onwards  it  is  known  as  a  premature 
labour.  Strictly  speaking,  it  is  an  abortion  until  the  placenta 
is  fully  formed,  i.e.,  until  the  end  of  the  third  month ;  from 
that  time  onwards  until  the  seventh  month  it  is  a  miscarriage. 
To  the  lay  mind  the  word  abortion  is  usually  associated  with 
criminal  practices,  so  it  is  well  to  avoid  using  it  to  patients. 
The  terms  in  common  use  are  miscarriage  and  mishap. 

Patients  are  very  apt  to  treat  abortions,  especially  those  of 
the  early  weeks  of  pregnancy,  as  things  of  very  slight  importance. 
Nay,  more,  many  women  have  not  the  slightest  hesitation  in 
deliberately  attempting  to  bring  on  an  abortion  in  the  early 
weeks,  by  over-exertion,  strong  purgation,  and  the  use  of  quack 
nostrums  which  are  openly  advertised  in  the  public  prints. 
Many  drugs  are  used  for  this  purpose,  e.g.,  ergot,  savine, 
oennvroval,  etc.  There  is  one,  i/r.,  lead,  which  seems  to  be 
^  (166) 
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extensively  used  in  some  parts  of  England,  but  not,  so  far  as 
I  am  aware,  to  any  extent  in  Scotland.  PiUs,  made  up  of 
common  diachylon  plaster,  are  the  form  in  which  the  lead  is 
taken.  The  results  are  usually  unfortunate  to  the  woman 
as  well  as  to  the  pregnancy.  Not  only  will  she  alwrt,  but  lead 
poisoning  will  supervene  if  the  drug  has  been  taken  for  any 
length  of  time,  and  if  she  escapes  with  her  life  it  will  probably 
be  with  a  rained  constitution.  In  dealing  with  cases  of  lead 
poisoning  among  women  it  is  well  to  keep  this  source  of  the 
poison  in  mind,  especially  if  there  is  any  question  of  an  abortion 
in  the  case.  Of  course  the  lead  may  have  been  quite  innocently 
conveyed  into  the  system,  but,  in  that  case,  one  ought  to  be 
able  to  find  the  source  of  it. 

We  cannot  too  strongly  impress  upon  our  patients  that  an 
abortion,  when  it  does  occur,  is  not  a  thing  to  be  neglected, 
and  that  they  should  never  attempt  to  bring  one  on.  There 
are  of  course  cases  in  which  one  is  justified  in  emptying  the 
uterus,  but  of  these  I  shall  treat  later. 

The  immediate  dangers  from  an  abortion  are  comparatively 
slight,  but  the  remote  consequences  may  be  very  serious,  if  the 
condition  is  not  properly  treated.  If  all  cases  were  properly 
treated,  gynaecological  work  would  be  materially  lessened.  In  a 
very  large  percentage  of  cases  of  pelvic  disease,  the  patients 
themselves  will  tell  you  that  the  trouble  began  after  an 
abortion. 

Frequency  of  Occurrence.— Thirty-seven  per  cent,  of 
child-bearing  women  are  said  to  abort  at  least  once  before  the 
age  of  thirty-one,  and  from  that  time  onwards,  abortion?  are 
much  more  common.  Some  authorities  assert  that  one-tifth  (if 
all  pregnancies  are  interrupted  before  full  time.  Primipar*  are 
not  so  liable  to  their  occurrence  as  multipara.  Very  few  child- 
bearing  women  escape  without  having  at  least  one  abortion. 

Time  of  Occurrence.— It  usually  corresponds  with  the 
tune  a  menstrual  period  would  have  occurred  had  the  woman 
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not  been  pregnant.  When  pregnancy  does  not  exist,  we 
know  how  the  uterus  becomes  hypersBmic  at  each  menstrual 
period,  and  this  tendency  continues  during  pregnancy,  so  one 
can  easily  understand  why  an  abortion  is  apt  to  occur  at 
these  times,  especially  during  the  early  months,  before  the 
placenta  has  been  fully  formed  and  the  deciduse  become 
atrophied.  The  third  month  is  probably  the  one  at  which 
most  occur. 

We  do  not  know  where  the  spermatozoa  fertilise  the  ova,  nor 
how  long  a  time  may  elapse  from  insemination  until  this 
occurs.  The  frequency  of  tubal  pregnancies,  of  course,  proves 
that,  in  a  fair  number  of  cases,  the  meeting  point  is  probably 
the  tube,  but  from  this  it  does  not  follow  that  the  tube  is  the 
usual  place.  Neither  does  the  fact  of  an  ovarian  pregnancy 
prove  that  the  spermatozoa  always  impregnate  the  ova  before 
they  are  shed  from  the  ovary.  How  long  the  spermatozoa  re- 
tain their  activity  is  not  known,  but  in  animals,  at  all  events, 
they  have  been  found  quite  active  after  several  days.  It  is  prob- 
able that  some  hours  may  elapse  before  the  junction  between  the 
two  occurs.  If  insemination  has  taken  place  immediately  before 
menstruation  is  due,  there  may  not  be  time  for  the  changes  to 
take  place  to  stop  the  period,  and  prepare  the  uterine  mucosa 
for  reception  of  the  ovum,  and  the  fertilised  ovum  may  very 
easily  be  swept  out  with  the  menstrual  flux.  The  term  men- 
strual abortion  has  been  applied  to  this.  That  it  does  not 
always  occur  is  of  course  proved  by  the  fact,  that,  in  a  number 
of  cases,  menstruation  goes  on  for  a  time  or  two  after  impreg- 
nation. In  these  cases  impregnation  may  have  occurred  some 
time  before  the  period  was  due,  and  the  ovum  may  have  been 
so  firmly  attached  that  it  was  not  dislodged.  From  a  practical 
point  of  view  the  condition  is  of  very  little  importance,  as  the 
woman  is  not  likely  to  suffer  any  inconvenience  from  it. 

Causes. — These  may  be  taken  up  under  four  headings,  viz., 
Foetal,  Maternal,  Paternal  and  Accidental. 
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I.  Fa!taL~il)  Diseases  of  the  chorion,  amnion,  placenta 
or  cord ;  (2)  sudden  loss  of  liquor  amnii,  which  may  be  caused 
l)y  an  accident,  or  intentionally  by  the  passage  of  an  instru- 
ment;  (3)  anythmg  which  causes  the  death  of  the  ovum-  (4) 
.mplantation  of  the  placenta  in  the  lower  uterine  segment. 
These  cases  give  rise  to  unavoidable  hemorrhage  if  they  go 
to  the  sixth  month  or  later. 

II    Materml.-H)  Syphilis.     This  is  the  commonest  cause 
of  all   among   a  certain  class.     It   is  apt  to  cause  repeated 
abortions^     (2)  Diseases  of  the  uterus,  especially  endometritis 
which  affects  the  deciduae ;  (3)  displacement  of   the  uterus  • 
(4)  tumours  of  the  uterus  or  other  pelvic  organs ;  (5)  serious 
constitutional  disease  of  any  of  the  systems  of  the  body  •  (6) 
febnle  conditions  from  any  of  the  specific  fevers;  (7)  poisons, 
«uch  as  phosphorus,  arsenic  or  lead.     Some  women  are  said 
to  contract  the  habit  of  aborting,  but  a  more  feasible  explana- 
tion of  such  cases  is  that  there  is  chronic  disease  of  the  uterus 
probably  endometritis.     I    have  seen  a  case  where   eighteen 
abortions  had  occurred  consecutively. 

111.  Paternal. -il)  Tlie  commonest  cause  on  the  part  of  the 
lather  ,s  undoubtedly  syphilis,  and  as  the  ovum  is  syphihtic 
■t  becomes  a  foetal  cause.     The  mother  may  become  affected' 
so  the  disease  may  act  on  the  uterus  as  well  as  on  the  ovum  • 
(2)  extreme  youth  or  age  of  the  father  is  also  a  cause 

l\ .  Acc.lental.~a)    Physical.       Direct    violence    from    a 

Wow,  fall  or  injury  of  any  kind.     In  some  oases  a  very  sHght 

accident   may  cause  it,  while  in  others   the  woman   may  be 

very  severely  injured,  e..j.,  by  kicks  on  the  abdomen,  or  severe 

t-rush-ug.  and  yet  the  pregnancy  not  be  interfered  with      In- 

cla-ect  violence  from  overexertion,  ..,..  from  riding  on  horse- 

mck.  on  a  cycle,  in  a  cab  or  railway  train,  dancing,  playing 

uch"'  ^^"•.^"^^-""g  ^'^^  working-classes  froi.   overwork 

m   oil      ''"^     ''"'  "''^^*''  ""'  -^«rstret<,hing  in    hanging 

up  clothes,  etc.     A  very  severe  fit  of  coughing,  sneering?  oJ 
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vomiting  may  also  cause  it.  Excesses  in  eating,  drinking, 
or  coitus  are  also  given  as  causes.  (2)  Mental.  Any  mental 
shock,  such  as  the  sight  of  an  accident,  sudden  l)ad  news,  etc., 
or  violent  indulgmce  of  the  passions,  may  act  as  an  indirect 
cause  through  the  nervous  system.  The  shock  of  a  serious 
operation  may  cause  it.  Of  late  years  abdominal  operations 
during  pregnancy  have  become  fairly  common.  In  some, 
abortions  have  occurred,  but  in  many  oases  the  pregnancy 
has  gone  on  to  full  time. 

Conditions  in  the  Uterus  in  the  Early  Months  of  Preg- 
nancy.—Before  considering  the  symptoms,  etc.,  let  us  look  at 
the  conditions  we  have  in  the  uterus,  in  the  early  months.     At 
conception  the  uterine  mucous  membrane  becomes  thickened, 
forming  the  decidua  vera ;  at  the  point  where  the  ovum  be- 
comes implanted  this  thickening  is  specially  marked,  formin-.' 
the   decidua   serotin ;.    where  the   placenta  is  to  form ;    and. 
growing  up  round  the  ovum,  we  have  the  decidua  refiexa.     As 
the  ovum  grows,  the  decidua  reflexa  gets  pushed  out  against 
the  decidua  vera,  and  they  blend  and  become  thinned  out,  s(. 
that  at  the  end  of  pregnancy  they  form  a  very  thin  layer  over 
the  chorion.     To  completely  empty  the  uterus,  all  within  the 
spongy  layer   of   the   deciduae  vera  and  serotina  must   come 
away.     Before  the  placenta  is  formed,  the  deciduae  vera,  reflexa 
and  serotina,  with  the  enclosed  ovum  in  its  membranes,  must 
come  awiy.     It  is  important  to  remember  this,  because  you 
will  occasionally  i  nd  the  ovum  expelled  and  nothing  else,  or 
the  ovum  and  decidua  reflexa,  leaving  the  decidu*  vera  and 
•serotina    behind.       A   recent   case   of    mine    illustrated    this 
beautifully.     The  patient  assured  me  that  everything  had  come 
away.     Fortunately  everything   had    been    kept  and   I  found 
a  complete  ovum  about  two  months  old.     The  sac  was  intav, 
and   covered   all  over  with  villi.     The  entire  decidual  lining 
was  still  within  the  uterus.     If  I  had  not  seen  the  ovum  I 
might  easily  have  been  misled,  because  a  vaginal  examination 
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«veiiled  noAi-g  „  ,he  o,  „.,  clo«d  .„d  „„,hi„g  «,„«  b, 
felt  except  h..  .he  uterus  „.,  hrge.  I  ,.  „„„,  gave  eh  W 
form  »„d  eleared  the  deeidu*  out.  Nature  miKht  J^Z 
^ve  expelled  thi,  without  .„,  Ud  effect,,  .,.,..  L^T^r 
h«>d,  the  reeult  m.ght  have  beeu  very  «,rioa».  An  exam  LI 
Z  1  '"  ^"'.rT'^  «-*'•  -ill  a.  ouce  conviurru. 

lovt^  "'^V  ':  ""''"  ™"'  """  »'  -"at  ha,  to  he 
.^moved,  m  order  to  thoroughly  olear  out  the  uteru.  When 
U>e  placenta  «  fully  formed  the  deciduo,  are  thinned  out.  Then 
he  placenta  and  memhrane,  are  the  meet  important  part  of 
heabortton.  An  abortion  i,  „„,  .he  expuhion  of  the  ovun 
m  the  early  month.,  but  the  expulsion  of  the  uterine  con- 
ton  .  Th,,  mu,t  l«  clearly  borne  in  mind.  o.herwi,e  the 
mo«  mportant  part   of   the   uterine   content,   ™y   be   left 

During  the  Smt  two  month,  specially,  the  decidua,  aie  verv 
vascukr,  and  therefore,  liable  to  hu,mo,Thage.    The  hemorrhage 

y  be  behmd  or  mto  the  decidua.,  between  the  reflex,,  and 
^   IZJ  '"V''«."T  ■'-»•    When  blood  i,  once  poured 

which  "  "   ™'«"  *^'  ""*  "^""^  "'«■■'"«  contraction,, 

«h,ch  w,ll  cause  mote  Mpamtion  and  more  Weeding.     After 

htlla         ''°'°'"»'™">  "■'"  P'-^dispose  to  an  abortion, 

.n  ,ho,e  T '  "  "  '"°*  «""<'■"«"'«• '«  in  slight  L.. 
■'".1  those  which  are  partially  cured,  it  nmy.  Such  a  case  i, 
.  ys  sure  to  .bo«.    A  number  have  con.e  ™der  my  obZv  ! 

case,  '„r'r  ""'■■  ''°'""  '^"'"^  "^  s«c.ly  rorbidden 
oneTL^  ^""o™'"'"  under  treatmen.,  but,  unlortunatelv. 
one  s  instructions  are  not  always  carried  out 

varieties  of  Abortions.-Aborlions  are  usually  divided 
mto  two  mam  divisions-threatened  and  inevitable.  The  tattlr 
»>■  agam  be  suMivided  into  complete,  incomplete  aiid  mlT 
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Prooored  aborJon,  which  is  usually  criminal,  is  another  variety. 
We  shall  deal  with  it  separately. 

Si^ns  and  Symptoms. — There  may  l)e  a  few  premonitory 
symptoms,  such  as  a  feeling  of  faintnesH  and  vomiting,  but 
these  are  of  little  consequence.  If  it  u  a  very  eaily  abortion, 
the  patient  may  think  it  is  merely  a  prolonged  and  profuse 
menstrual  period  which  has  been  delayed  for  a  few  days. 

Pain  and  haemorrhage  are  the  '>ardinal  indications.  The 
pain  may  be  felt  some  little  time  I  ore  the  htemoiThage  be- 
comes apparent,  but  the  haemorrhage  may  appear  first.  The 
pain  is  feU  in  the  pelvis,  and  is  usually  intermittent  in 
character,  very  like  early  labour  pains  or  the  pains  of  dys- 
menorrhoea.  In  a  short  time  you  have  the  hemorrhage  and 
pain  together.  The  haemorrhage  may  be  intermittent,  recur- 
ring at  intervals  of  several  hours,  or  even  days,  or  it  may 
become  continuous  like  a  menstrual  flow.  There  may  be  clots 
expelled,  or  in  some  cases  only  a  free  serous  flow  at  first,  the 
clots  being  retained  in  utero.  As  a  rule,  the  bleeding  is  not 
alarmingly  profuse,  but  it  may  continue  for  a  long  time  and 
weaken  the  patient  markedly.  The  pain  in  some  cases  is  not 
very  severe,  while  in  others  the  woman  will  complain  that  it  is 
as  bad  as,  or  worse  than,  with  a  full-time  labour. 

As  soon  as  the  uterus  is  thoroughly  emptied,  the  pain  will 
cease  and  the  haemorrhage  also  ;  but  there  will  still  be  some 
lochial  discharge  as  after  a  full-time  labour,  but  not  as  profuse 
or  prolonged. 

Threatened  Abortion. — The  pains  are  slight  and  irregular, 
with  a  considerable  time  between  them.  The  haemorrhagi; 
will  not  be  great,  and  on  examination  the  os  will  be  found 
closed,  or  only  very  slightly  dilated.  As  a  rule,  the  bleeding 
does  not  continue  very  long,  but  it  occasionally  does  so.  I 
have  recently  delivered  at  full  time  a  patient  who  had  a 
threatened  abortion  in  the  early  weeks  of  pregnancy.  In  spite 
of  complete  rest  in  bed,  and  appropriate  treatment,  the  bleed- 
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iriK  went  on  almost  continuously  for  nearly  two  months 
Nothing  ever  came  except  blooJ.  but  I  was  not  absolutely  sure 
that  It  was  not  a  case  of  incomplete  abortion  until  we  made  an 
examination  under  chloroform.  We  decided  that  the  ovum 
was  still  intact  in  the  uterus,  but.  of  course,  were  unable  to  say 
whether  or  not  it  was  alive.  This  was  at  the  end  of  the  third 
month.  No  more  bleeding  occurred,  and  in  due  tin.e  she 
<|uickened  and  went  to  full  time.  The  placenta  was  normally 
situated,  and  appeared  perfectly  healthy.  The  child  weighed 
^4  lb.,  so  It  had  not  apparently  suffered  in  any  way. 

The  ovum  may  perish  and  iie  retained  in  utero  lor  a  varying 
time,  causing  a  missed  abortion. 

Inevitable  Abortion—The  pains  are  stronger  and  more 
regular,  the  bleeding  much  more  profuse,  and  on  examination 
the  OS  will  usually  be  found  to  be  dilating.  The  ovum  will 
often  be  felt  beginning  to  protrude.  The  pains  will  l,ecome 
stronger  and  at  shorter  intervals,  until  the  uterine  contents  are 
expelled,  in  part  or  entire.  If  a  part  only  is  expelled,  it  will  be 
an  mcomplete  abortion  ;  but  if  the  whole  comes  away,  it  will  be 
a  complete  one. 

Incomplete  Abortion— In  an  incomplete  abortion  in  the 
t-arly  stage  of  pregnancy,  the  ovum  alone   may  come  away 
leavmg  the  deciduie  behind  ;  or  the  decidua  reflexa  may  come 
with  It.  leavmg  the  vera  an.l  serotina  behind.     After  the  placenta 
I'Hs  formed,  it  and  the  membranes  may  be  retained  in  whole  or 
m  part.     The  portion  left  behind  may  come  away  entire  or  in 
pieces,  and  until  it  is  all  away  there  will  be  considerable  dis- 
charge.     If  sepsis  occurs,  the  woman  will  run  considerable 
nsk  at  the  time,  and  she  will  be  almost  sure  to  suffer  from  sub- 
sequent mflammatory  disease  of  the  Fallopian  tubes,  ovaries 
pelvic  connective  tissue,  or  endometrium.     Sometimes  a  small 
piece  of  placftnta  remains  firmly  attached,  and  forms  a  so-called 
placental  polypus,  which  consists  of  a  mass  of  connective  tissue 
'oniie,l  from  an  organised  blood  clot,  in  and  around  the  bit  of 
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placenta.  CuinpreitiMKl  and  dogeuei-ated  uhorionio  villi  oan  b« 
detected  in  it  with  the  microscope.  Haemorrhagefl  will  occur 
H<>  long  aH  this  remains  in  iitero. 

Missed  Abortion.— In  some  canes  the  uvum  perishes,  but  is 
nut  expelled  at  once.  It  may  be  retained  in  utero  for  months. 
I  have  Heen  one  which  wan  retained  for  Ave  months.  In  u 
son'  .what  recent  and  famous  case,  a  portion  of  a  blighted  ovum 
wao  said  to  have  been  retained  sixteen  months.  At  the  time  the 
ovum  perishes,  you  will  probably  have  an  abortion  threatened, 
but  this  (Masses  otT  without  the  uterus  expelling  its  contents. 
The  symptoms  of  pregnancy  disappear  except  the  amenorrhcea. 
The  uterus  does  not  increase  in  si/e  as  a  rule,  except  in  cases 
of  fleshy  moles,  into  which  fresh  ha;morrhages  occur.  The 
increase  in  size  will  not  correspond  at  all  with  the  supposed 
time  of  pregnancy.  The  uterine  contents  will  ultimately  be 
expelled,  with  the  symptoms  of  an  abortion.  The  ovum  may 
1)6  shrivelled  up  or  in  the  form  of  a  fleshy  mole.  A  shrivelled 
or  blighted  ovum  is  not  infrequently  expelled  at  full  time  along 
with  a  fully  developed  child.  I  have  seen  six  or  eight  such 
cases. 

If  you  examine  a  good  specimen  of  a  fleshy  mole  you  will 
find  it  is  somewhat  rough  on  the  outside,  and,  on  opening  it,  a 
small  cavity  will  l)e  seen  lined  with  a  smooth,  glistening  mem- 
brane. This  is  the  remains  of  the  amniotic  cavity.  You  may 
sometimes  find  traces  of  the  embryo,  but,  as  a  inile,  it  will  have 
been  completely  absorbed.  Under  the  microscope  the  mass 
will  be  found  to  consist  of  organised  blood  clot,  with  degener- 
ated chorionic  villi  in  it. 

Diat/nosis  of  Abortion. — The  first  thing  we  have  to  satisfy 
ourselves  about  is,  that  the  woman  is  really  pregnant,  and,  if 
so,  that  it  is  an  ordinary,  and  not  an  extra-uterine  pregnancy. 
Having  determined  this  point,  the  next  thing  to  decide  is. 
whether  it  is  a  threatened  or  an  inevitable  abortion,  because 
our  line  of  treatment  in  the  former  will  be,  if  possible,  to  pre- 
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v«nt.  while,  iu  the  iueviuble.  it  will  be  t..  h«gtei,.  the  empty. 
ing  of  the  uteruM. 

If  the  bleeding  i^  Hiuall  in  amount,  the  paioH  not  very  strong 
or  frequent,  ami  the  os  closed  or  only  nlightly  oi^ned,  we  may 
look  upon  it  an  merely  threatened.  On  the  other  hand,  if  the 
pains  are  ntrong  and  regular,  the  bleeding  copious,  and  the  os 
dilated  so  that  the  ovum  can  b<  ..It  protruding,  we  may  be 
sure  it  is  inevitable. 

In  very  maay  cases  we  only  see  the  patient  after  a  masii 
lias  been  expelled,  and  we  now  have  to  decide  whether  it  is 
complete  or  incomplete,     [f  the  mass  has  not  Iwen  destroyed, 
by  examining  it  carefully,  we  may  be  able  to  decide  that  the' 
uterus  is  completely  emptied.     If  you  get  a  complete  snecimen, 
there  wdl  l)e  no  ditficulty,  but  unfortunately  you  do  not  often 
see  what  has  come  away.     You  will  then  have  to  judge  by 
making  an  exanrnation.     If  the  Hnger  can  l)e  passed  into  the 
utenue  cavity,  you  will  be  able  to   feel   if  there  is  anyth  ig 
it'tained,  but  without  chloroform  this  is  not  often  practicable. 
It  the  bleeding  and  jMiiiis  have  ceased  on  the  expulsion  of  the 
mass.  t;.e  chances  are  that  the  uterus  is  empty  ;  but  if  the 
•liscbargfc  of  blood  is  still  going  on  freely,  or  if  it  recurs  in  a  day 
nr  two,  t)iere  is  sure  to  l)e  something  retained. 

In  ail  incomplete  alwrtion  the  discharge  usually  continues, 
■tti«l  if  it  has  stopi)ed  it  recurs  at  intervals.  If  you  are  fortunate 
"n.n.-li  to  see  what  has  been  expelled,  you  will  find  it  is  only  a 
poitiou  of  the  product  of  conception.  In  the  first  two  months 
it^  may  .mly  be  the  ovum,  or  the  ovum  and  decidua  reflexa 
I'lorn  the  third  month  it  may  be  the  small  foetus,  or  it  and  the 
"ifi.ibiaiies  alone.  Tlie  entire  placenta  and  membranes  may  be 
l^'ft  i)eliind,  or  the  placenta  alone,  or  portions  of  each. 

All  examination  without  chloroform  may  reveal  that  there  is 
sometiiing  still  in  the  uterus,  but  it  is  much  better  to  give 
ch  oroform,  and  then  you  can  treat  it  at  once,  as  I  shall  shortly 
imlicate.  ^ 
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The  loUowinR  three  owes  of  inoomplete  nbortion  m*y  be 
token  m  types.  In  the  first  I  was  oalled  to  nee  a  woman, 
whose  own  medical  attendant  was  engaKed.  She  was  supposed 
to  have  had  a  complete  abortion,  a  few  days  before.  The  bleed- 
ing had  recurred,  but  it  had  ceased  when  I  naw  her.  A  vaginal 
examination  revealed  nothing,  as  the  os  was  close<l.  but  I  felt 
sure  there  was  still  nomething  rbtaineil  in  iihrn.  I  examined 
her  under  chloroform,  and  removed  with  a  fluHhing  curette  a  piece 
of  pla  jnta  about  the  size  of  a  large  bean.  There  was  no  more 
hemorrhage  and  she  made  an  excellent  recovery.  The  second 
case  had  l>een  under  treatment  for  a  month  with  recurring 
hnmorrhages.  She  had  been  assured  that  the  al«>rtion  had  all 
come  away.  I  was  hurriedly  called  one  n'ght  to  wie  her,  as  she 
was  bleeding  very  profusely.  I  removed  a  complete  placenta 
from  the  uterus.  It  was  very  septic.  She  made  a  good  recovery. 
That  she  did  not  die  of  sepsin  was  a  marvel.  In  the  third  aaHo. 
when  I  first  saw  her,  the  hujmorrhage  was  only  slight  and  I 
tried  to  prevent  the  abortion,  but  in  a  few  hours  the  ovum  was 
expelled,  but  the  whole  of  the  deciduuj  were  left  behind.  .\n 
examination  revealed  that  they  were  lieginning  to  separate.  Am 
there  was  no  haemorrhage,  I  waite<l  a  few  hours  before  using  the 
curette,  and  the  complete  cast  w&h  expelled. 

Misml  Abortion. —aha  diagnosis  may  be  very  d**'cult. 
The  signs  and  synptoms  of  pregnancy  will  liave  disappeared, 
except  the  amenorrhcBa.  If  you  have  a  history  of  pregnancy 
with  a  supposed  abortion  some  time  before,  followed  !>> 
amenorrhoDa,  and  if  you  find  that  the  uterus  is  not  nearly  tho 
size  it  should  be,  you  should  suspect  it  is  a  missed  abortion, 
but  you  must  always  bear  in  mind  that  it  is  possible  that  tin' 
patient  may  have  had  a  complete  alwrtion  and  have  tecomc 
pregnant  a  second  time,  before  meni.'.ru.;:ing.  If  you  have  any 
doubt,  wait  for  a  few  weeks,  and,  if  it  is  a  normal  piugnancy,  the 
increase  in  the  size  of  the  uterus  will  be  steady,  but  if  there  is 
no  increase  you  can  definitely  decide  that  it  is  a  missad  aboi- 
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tion.     You  mutt.  howev.r.  b<».r  ic  „,ind  that  with  a  He.hv 

.13' hT  'T '"  T"-^ '"  *^*  "^-  °'  L  lit : 

tepeated   hieinorrhaReH    nto  th«  in».      r„        u 

.lo„6,  ,  would  1«  he..„  .„  w«i.  .„u  ^  i,  i,,„  „„,„.„    „  „;^'^' 
prov^ad.  of  c„„„e,  „,..  .he  re„„i„„,  i„  „„«,  he»U  ".t,' 

«  ouM  .„  do„„     The  0..0  related  „„  ,«„„  ,7:,  iii,„,„,„,  .^^ 

v.»do,„  of  w.,tu«.     The™  we«  ..,™„  i„di„«„„.  ,he,,  ,h. 

he  ovu,„  ,„,„h.  h.ve  peri.hed,  and.  if  ,  I,.,,  ,«„„  h...,  i„  a  ' 

2     »o„d  have  m.erfere.1  „i,h  „„  „vu,„  whieh  ul  i,„.,X 

■leveloped  into  a  Hne  healthy  Iwy  " 

Tr,a,n^„,  „,   „    nm.l,.M   .1W(,„„,  _The   patient   mu.l 

»    ep.  ,p„..  i„  M.      I,  the  .K.wel.  are  loade,!   theT  .hlld 

»  *«red  „„t  with  a  „entle  laxative,  „,-,  ,„,.;,.   hy'  ZZ 

oM  J     The  r"":"  ""'  T'      '  '™»"°  l-«"--nu,.t 
r  r      ,  .  '"""'  •*  "»'"  ""•'  "o„.,ti,„uh,.in„.     The 

ea  cmal  .re.,n,en.  ai™  at  „uieti„„  „,e,,n,,.  ,«ti„.,.  "o^^^, 

h«-"««i   ..  w.th   go„,|    ,e,ult,.     Hyd,a,.iseanad,.nm      , 

-ondenmed  „y  o.he,».      lly  ex,,  rieuce  of  er^ol  is  that  i, 

'  «''«  P'-«P«»«..»  used  a,e  often  not  f«,hl,  made.     On  the 
»'  ,  -.  I  am  u,„lined  .0  think  op^um  i,  ,he  he',  drn,.  .0  Z 
l..t.ent  ,„u,.  he  kep.  ,„ie.  i„  hed  fov  a  week  „,■  ten  days. 

.  .         in"™  r  "7°"'"°' ""  """"■  '■' »"""'"  '«  '-'■«»' 
•  ".  «..,o„  hy  a  ,«„a,-y.    You  muat  warn  the  patient 

s  ,,',?"' °'"'"'  "'>™  ^'  "«'  l«riod  or  two  are  due 
^l..«.kl  re,t  then.     I,  you  Hnd  there  i,  a  ,yphili.i„  ^l":; 
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put  her  on  mercury  and  iodide  of  potash,  and  keep  her  on  it 
until  full  time.  In  cases  where  abortions  not  due  to  syphilis  have 
been  frequent,  I  have  got  very  good  results  from  chlorate  of 
potash,  10  gr.  thrice  daily  all  through  the  pregnancy.  The  use 
of  this  drug  has  been  condemned,  but  I  have  seen  such  good 
results  from  it  that  I  have  confidence  in  recommending  it, 
especially  in  cases  which  miscarry  about  the  fourth  or  fifth 
month.  I  have  a  patient  who  has  repeatedly  miscarried  when 
not  getting  the  drug,  and  in  three  of  her  pregnancies  has  gone 
to  full  time  while  taking  it.  I  might  refer  to  others.  A  thera- 
peutic journal  took  me  severely  to  task  for  recommending  a 
drug,  which  is  said  to  have  a  deleterious  effect  on  the  red  blood 
corpuscles,  when  persistently  taken  for  months.  That  may  be 
true  in  theory,  but  in  my  experience  it  is  quite  erroneous  in 

practice. 

Treatment  of  Inevitable  Abortion.— In  spite  of  your  treat- 
ment, some  cases,  which  appear  to  be  only  threatened,  will 
become  inevitable.  Your  line  of  treatment  must  then  be 
changed.  In  an  inevitable  abortion,  you  must  try  to  get  the 
uterus  emptied  as  soon  as  possible.  There  are  several  methods 
in  use.  It  was,  and  still  is,  a  very  common  practice  to  give 
ergot  in  full  doses,  in  the  hope  that  the  uterus  will  expel  its 
contents.  As  this  is  a  very  uncertain  method,  and  often  ends 
in  an  incomplete  abortion,  it  is  not  to  be  trusted  to. 

In  a  case  where  the  discharge  is  free,  and  the  os  not  suffi- 
ciently dilated  to  admit  of  clearing  out  the  uterus,  your  best 
plan  is  to  plug  the  vagina  thoroughly,  after  douching  it  out. 
Iodoform  gauze  makes  the  best  plug,  but  aseptic  lint,  or  a  kite- 
tailed  plug  of  r'adgets  of  aseptic  wool,  answer  the  purpose 
equally  well.  Full  doses  of  ergot  may  be  given.  The  plug 
should  be  removed  within  twelve  hours.  On  its  removal  the 
ovum  will  often  be  found  lying  on  the  top  of  the  plug.  If  the 
08  is  not  sufficiently  dilated  to  clear  out  the  uterus  with  your 
finger  or  curette,  you  may  plug  once  again.     Plugging  should 
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not  be  repeated  too  often,  as  the  pressure  of  the  plug  upon  the 
mucous  membrane  of  the  vagina  will  cause  irritation,  and  even 
destruction,  of  the  superficial  layers. 

In  a  case  where  the  os  is  dilated  sutHcientlv,   remove  the 
uterme  contents  with  your  finger,      You  inav  be  able  to  express 
.t  bimanually.     Ovum  forceps  may  l)e  used,  but  your  finger  is 
the  best  instrument.     If  you  cannot  get  it  all  away,  use  the 
flushmg  curette.     Always  assure  yourself  by  digital  examina- 
tion that  the  cavity  is  cleared.     It  is  impossible  to  tell  this 
with  the  curette,  and  you  may  easily  leave  a  portion  behind 
Douche  out  the  uterus  with  an  antiseptic.     The  hemorrhage 
usually  ceases  on  douching,  but  in  rare  cases  it  continues      The 
uterme  cavity  should  then  be  plugged  with  an  antiseptic  or 
aseptic  plug.     Iodoform  gau^e  makes  the  best  antiseptic  plug 
The  plug  should  be  removed  within  twelve  hours.      After  clear 
mg  out  the  uterus,  ergot  should  be  given  for  a  day  or  two 

In  some  cases  it  may  be  desirable  to  clear  the  uterus  at  once 
Ddatat.on  can  be  effected  by  means  of  dilators,  such  as  Hecrar's 
-the  metal  ones  are  the  best.  Tents  are  advised,  i.utlt  is 
very  difficult  to  make  sure  that  tents  are  aseptic,  and,  if  not 
the  risk  is  very  great.  For  that  reason  they  should  not  be 
used.  VVhen  the  os  is  sufficiently  dilated,  the  uterus  should  l>e 
thoroughly  cleared  out,  by  means  of  the  finger,  and  curette  if 
necessary.  ' 

JW^/.Y.  16o,-^/o„,.-The  treatment  is  the  same  as  after  a 
fuU  time  labour,  n>.,  to  thoroughly  cleanse  the  patient  at  the 
anie  and  keep  her  clean  during  the  puerperium.  She  should 
keep  her  bed  for  at  least  a  week 

thaUhrT-   •'^'"■^."-^^^•^-^    -    often  given    in    the    hope 
Lent       ;t' T'/""^""  ^""  ^  -P«"«d.  but  this  is  bad  treat- 

When  r  u      "''^  '"''   °^  •">'  "^^"  ^^'"   '""^trate    this 

Wh  n  I  saw  the  patient,  late  at  night,  I  found  a  small  fcetus 

rveirtZr-     ^-^^^^'^'^-^^-n^else.     .An  exammatio: 
•evealed  that  the  os  was  closed,  and  nothing  could  be  felt.    The 
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dischaige  was  very  slight.    The  question  was,  Was  the  placenta 
still  in  utero  or  had  it  been  expelled  ?     As  there  were  no  mem- 
branes with  the  foetus,  one  would  have  expected  to  have  found 
f      ortion  of  them  protruding,  but  none  could   be  felt.     The 
proper  proceeding  would  have  l>een  to  have  given  chloroform 
and  made  sme,  but  as  I  was  not  prepared  to  do  this,  I  unwisely 
decided  to  give  her  ergot  and  wait.     The  result  was  that  whon 
expulsion  commenced  there  was  severe  haemorrhage,  and  I  had 
to  clear  out  the  uterus  under  chloroform,  when  the  patient  was 
almost  pulseless.     She  made  a  good  recovery,  and,  I  telieve, 
considers  that  I  saved  her  life,  but  I,  on  the  other  hand,  am 
convinced  that  my  failure  to  do  what  I  ought  to  have  done  when 
I  first  saw  her,  very  nearly  ended  in  disaster.     I  have  already 
cited  another  case  (page  176)  where  failure  to  clear  the  uterus 
nearly  cost  the  woman  her  life.     In  a  third  case  I  was  asked 
to  remove  a  placenta  which  had  been  left  in  the  uterus  for  over 
three  days  after  a  miscarriage  at  tlie  fourth  month.     There  had 
not  been  any  hiemoiTliage,  liut  the  patient  had  become  septic. 
The  placenta  was  very  firmly  adherent,  and  I  had  great  difficulty 
in  getting  it  away,  as  the  os  had  contracted  and  the  cervix  was 
extremely  rigid.     The  patient  made  an  excellent  recovery,  but 
her  septic  condition    aight  very  easily  have  been  increased  by 
absorption  through  the  freshly  opened  sinuses.     The  risk  of 
this  occurring  is  exceedingly  great. 

The  proper  treatment  is  to  clear  the  uterus  completely.  This 
may  l)e  done  with  a  flushing  curette,  or  the  fingers.  If  the 
curette  is  used,  the  cavity  should  be  explored  with  the  finger 
to  make  sure  that  everything  is  removed.  "With  the  patient  in 
the  lithotomy  position  and  under  chloroform,  carefully  cleanse 
the  external  parts  and  wash  out  the  vagina,  scnibbing  its  walls 
with  swabs  of  cotton.  Lysol  solution,  1  per  cent.,  is  one  ot 
the  best  to  use.  Then  draw  back  the  perineum  with  a  speculum, 
and  catch  the  cervix  with  volsella  forceps  to  draw  it  down  and 
steady  it.     If  the  finger  can  be  passed  into  the  cavity  dilatation  is 
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sufficient,  but,  if  not,  dilate  by  means  of  graduated  metal  dilators 
Before  removing  anything  wash  out  the  uterus  with  your  anti- 
septic solution  l)y  means  of  a  double  channelled  nozzle.     Then 
separate  the  retained  portion  and  remove  it.     The  finder  is  the 
test  instrument  to  use.  especially  in  septic  cases,  as  you  can  feel 
what  you  are  doing.     If  you  are  quite  satisfied  that  evervthing 
has  been  removed  it  will  not  be  necessary  to  use  the  curette   but 
m  many  cases  there  will  be  small  portions  which  can  only  be 
scraped  away   with  that  instrument.      A  flushing  instrument 
which  IS  not  too  sharp  is  the  most  useful.     After  the  uterus 
.8  cleared,  douche  it  out  very  thoroughly  with  lysol,  and  put 
a  loose  plug  of  iodoform  gauze  in  the  vagina.     The  bleeding 
usuaUy  ceases  with  the  douching,  but  it  occasionallv  persists 
The  best  method  of  checking  the  hajmon-hage  is  by  plu-gin- 
the  uterine  cavity  and  vagina  with  iodoform  gauze.    '         "      " 
The  after  treatment  is  the  same  as  after  an  ordinary  abor- 
tion.    Douching  is  unnecessary  unless  sepsis  develops,  when 
the  uterus  must  be  carefully  washed  out. 

The  operation  of  curettinn  the  puerperal  „len,s  is  not  devoid 
of  risks,     in  some  cases  the  uterine  wall  is  very  friable,  and 
It  may  be  perforated  by  the  most  skilful  operator.     Even  in 
making  an  examination  with  the  sound  this  may  liai-i.^i     The 
dilators  may  be  pushed  through,  but  the  curette  is  tlie  most 
•kely  instrument  to  cause  perforation.      You   must  therefore 
')e  very  careful  in  all  cases,  as  the  friability  of  the  uterine  walls 
cannot  be  judged  beforehand.      Fortunately  there  is  little  risk 
from  the  accident  if  proper  care  is  taken.     After  it  has  hap- 
pene<l  douching  should  not  be  done,  as   the  fluid   mav  pass 
mto   the   abdominal   cavity.      The    uterus    should   he  \viped 
«    carefully  and  plugged    with  iodoform    gauze,  taking  L 

sallv    '"  n  "'"''    ^'^"""^^    ''''    ^-^^-      The    rent    is 

au>    aud    they  are  soon  glued  together.      If   there   is    much 
weeding,  or  the  case  is  a  septic  one,  the  abdomen  should  be  ' 


i8a 


CLINICAL  OBSTETRICS. 


opened  and  the  wound  stitched.     The  parts  should  then  be 
very  thoroughly  cleansed.     In  some  of  the  cases  reported  the 
friability  of  the  uterus  rendered  stitching  very  difficult,  as  the 
sutures  could  hardly  be  tied  without  cutting  through  the  tissues. 
The  uterus  has  been  removed ;    but  such  an  extreme  step  is 
rarely  justifiable.      Some  observers  have  maintained,  that  in 
some  cases  when  the  sound  or  curette  suddenly  passes  in  a 
long  distance,  this  is  not  due  to  perforation  of  the  uterine  wall, 
to  a  sudden  relaxation  of  the  uterus.      It  is  difficult  to 
conceive  of  such  an  occurrence.     When  there  is  any  foreign 
body  in  the  uterus  it  usually  contracts,  and  it  is  difficult  to 
understand  why  it  should  act  differently  in  these  cases.    Some- 
times, however,  the  sound  passes  for  some  distance  into  one 
of  the  tubes,  and  this  may  be  mistaken  for  a  perforation.     So 
far  as  I  know,  in  all  the  cases  in  which  the  abdomen  has  been 
opened  either  a  perforation  or  a  patent  tube  has  been  found, 
so  that  I  cannot  accept  this  explanation  of  a  sudden  relaxation 
of  the  wall. 

Procured  Abortion.  -There  are  a  few  conditions  under 
which  the  prociuring  of  an  abortion  may  be  justifiable,  e.y.,  in 
patients  suffering  from  very  bad  chorea  gravidarum,  bad  heart 
disease,  bad  kidney  disease,  uncontrollable  vomiting,  and  an 
incarcerated  retroflexed  uterus  which  cannot  be  replaced.  In 
the  latter  condition,  however,  it  is  preferable  to  do  an 
abdominal   section,   and   relieve    the    imprisoned    uterus    from 

above. 

You  should  never  undertake  the  operation  without  havinii 
a  consultation.  Occasionally  an  abortion  is  unwittingly  pro- 
cured by  the  passage  of  a  sound  into  the  uterus  ;  but  it  is 
possible  to  pass  a  sound  during  the  first  three  months,  and 
even  later,  without  causing  any  mischief,  provided  the  ovum 
is  not  punctured.  I  recently  delivered  a  ease  of  placonia 
prsevia  at  the  sixth  mouth,  where  a  dressed  Playfair's  probe, 
dipped  in  carboUc  acid,  had  been  passed  into  the  uterus  just 
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before  she  quickened.  She  had  been  under  treatment  for 
endometritis  before  becoming  pregnant,  and  her  attendant  had 
been  misled  as  to  her  condition. 

You  are  aware  that  the  producing  of  an  abortion,  except  in 
such  cases  as  I  have  indicated,  is  a  ©riminal  offence.  Few 
practitioners  escape  being  barefacedly  asked  to  commit  this 
crime,  and  possibly  being  offered  a  large  fee  as  an  inducement. 
One  cannot  help  feeling  sorry  for  unmarried  girls  who  have 
been  iietrayed,  and  can  forgive  them  making  such  a  request 
but  in  my  experience  it  is  married  women,  who  do  not  wish  to 
have  more  children,  who  are  the  worst  sinners.  The  methods 
of  prevention  of  conception,  and  of  getting  rid  of  the  ovum,  if 
conception  has  occurred,  are  now  unblushingly  discussed  by 
women,  and  not  by  any  means  women  of  the  poorer  classes 
This  is  probably  the  result  of  reading  the  new  style  of  novel 
which  IS  the  very  reverse  of  its  predecessor,  in  which,  as  Kip. 
ling  has  it — 

'•We  asked  no  social  queations-we  pumped  no  hidden  shame- 
VVe  never  talked  obstetrics  when  the  little  stranger  came  ". 

TLe  barefaced  indecent  advertisements  which  disgrace  the 
pages  of  so  many  secular  and  even,  I  am  sorrv  to  say,  reli<^ious 
papers,  have  much  to  answer  for.  They  should  be  put  down 
with  a  strong  hand,  but  unfortunately  th-,  law  seems  powerless 
to  deal  with  them. 

The  operation  may  be  done  by  passing  a  sound  and  turnina 
It  round.  80  as  to  separate  part  of  the  decidua  and  puncture 
the  ovum.  It  may  then  be  left  i,o  come  away  naturally  and  if 
>t  IS  not  completely  expelled,  the  retained  portion  must  be  dealt 
vMth.  as  m  an  ordinary  incomplete  abortion.  Some,  however 
preter  to  clear  the  uterus  at  one  sitting.     This  is  suitable  in 

n'l  t  "^  T^"-     ^^'  '^^'^^  '^  ^''^''^  ^y  -^«-  -^  dilators, 
and  the  whole  contents  at  once  removed  by  the  finger  and 

curette.     The  operation  must  be  done  with  the  strictest  aseptic 
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precautions  or  sepsis  will  be  almost  sure  to  arise  Even  with 
the  strictest  aseptic  precautions  trouble  may  arise  (see  c^ase  of 
induced  abortion  for  cardiac  disease,  page  59). 

The  after-treatment  in  a  case  of  procured  abortion  is  exactly 
the  same  as  after  an  ordinary  one. 

Criminal  Abortion. — The  procuring  of  abortion  for  criminal 
purposes  seems  to  be  more  common  in  England  than  in  Scot- 
land. At  all  events  we  rarely  hear  of  the  detection  of  cases 
here.  Probably  every  medical  practitioner,  at  some  time  or 
other  in  his  career,  has  l)een  asked  to  do  the  operation,  i.e.,  to 
commit  a  very  serious  crime.  There  is  only  one  answer  to 
such  a  request,  and  that  is  an  emphatic  refusal,  no  matter  how 
great  one's  sympathies  may  be. 

Sometimes  one  is  called  upon  to  treat  a  case  where  it  is 
quite  evident  that  an  abortion  has  been  procured.  I  have 
myself  seen  two  cases  where  there  was  strong  presumptive 
evidence  that  this  had  lieen  done.  In  the  first  case  the  patient 
admitted  that  she  had  been  examined  with  instruments,  and 
had  been  taking  drugs.  A  very  septic  placenta  was  still  in  the 
uterus.  In  the  second,  after  the  uterine  contents  were  cleared 
out,  the  l)leeding  was  so  profuse  that  I  had  to  plug  the  cavity 
with  iodoform  gauze.     Both  patients  recovered. 

Spurious  Abortion. — Occasionally  a  cast  of  the  uterus 
liaving  the  essential  characters  of  the  decidua  of  pregnancy, 
but  with  no  trace  of  an  ovum,  is  expelled  after  a  period  of 
amenorrhcea.  Such  a  case  is  frequently  seen  in  connection 
with  extra-uterine  gestation,  but,  in  the  cases  referred  to,  there 
is  no  evidence  of  an  ovum  developing  outside  the  uterus.  The 
term  "spurious  abortion"  has  been  suggested,  but  Fothergill 
has  recently  shown  that  the  condition  is  really  due  to  an  "  in- 
complete abortion,"  where  the  ovum  has  been  expelled,  leaving 
the  decidua  vera  behind,  or,  as  in  his  case,  au  early  "  missed 
abortion,"  in  which  the  decidua  went  on  growing  for  som.- 
time  after  the  death  of  the  ovum.     There  is  no  evidence  to 
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show  that  a  decidua  ever   forms  in   the  uterus  apart  from 
pregnancy,  either  topic  or  ectopic. 

Prophylactic  Treatinent  of  Aboitivns.—l{  a  woman  has 
had  one  or  more  abortions  she  siiould  be  put  under  treatment 
l)efore  she  again  conceives,  in  order  to  prevent  a  recurrence 
of  the  abortion.  The  habit  of  aborting  is  said  to  be  acquired, 
but,  as  I  I:  already  said,  the  probability  is  that  this  is 
really  due  to  some  form  of  uterine  disease.  If  all  abortions 
weie  properly  treated  there  would  be  fewer  recurrences.  The 
patient  should  not  resume  intercourse  until  involution  is  com- 
plete, and  the  endometrium  in  a  healthy  condition.  If  syphilis 
is  present  she  should  be  put  on  antisyphilitic  remedies.  In 
such  a  case  the  husband  should  also  be  treated,  but  you  must 
be  exceedingly  careful  in  dealing  with  such  patients,  as  you 
may  very  easily  upset  the  peace  of  a  home. 

If  endometritis  is  present  it  should  be  treated,  and  intercourse 
proliilrited  until  a  cure  is  effected.  If  conception  occurs  before 
the  endometrium  is  perfectly  healthy,  abortion  will  be  sure  to 
follow.  The  surest  and  quickest  method  of  treating  endo- 
metritis in  such  cases  is  by  curetting.  Any  inflammatory 
condition  of  the  ovaries  or  tubes  should  be  cured,  and  all 
(lisplaceuients  rectified.  If  the  cervix  is  spHt  it  should  be 
repaired. 

In  cases  of  anaemia  or  other  constitutional  diseases,  appnj- 
priate  treatment  should  be  adopted.  There  are  certain  cases  in 
which  the  fmt.is  peiishes  in  the  later  months  of  prei,'nancy. 
l-'atty  and  calcareous  degeneration  of  the  placenta  is  generally 
tound.  These  cases  will  be  dealt  with  under  Habitual  Death 
of  tlie  Foetus  (see  page  431). 

In  all  cases  where  abortions  have  occurred  the  patients 
should  be  warned  to  be  careful  at  the  times  corresponding  to 
tlieir  menstrual  periods,  and  especially  so  at  the  time  when  the 
toi  aier  abortion  occuri-ed 
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Vbbioulab  Molb,  Hydatiform  Mole,  Ctbt^c  Dbobnbra  'ov 

OF    THE   CHOBIOniO    ViLLI. 

The  disease  which  is  known  under  these  variou.  .a  is 

oharaoterised  by  the  hypertrophy  of  the  chorionic  viUi,  and  their 
conversion  into  numerous  cysts,  varying  in  size  from  that  ol  a 
millet  8ee<l  to  that  of  a  large  grape.     These  cysts  are  all  con- 
nected by  pedicles  of  greater  or  less  length,  and  the  mass  thus 
has  somewhat  the  appearance  of  a  bunch  of  grapes.     After  the 
third  month  of  pregnancy  the  growth  is  very  mpid,  so  that  the 
uterus  soon  becomes  very  much  more  distended  than  it  should 
be  at  that  time  of  pregnancy.     More  or  less  discharge  usually 
occurs,  it  may  be  of  pure  blood,  but  more  frequently  a  profuse 
watery  discharge  stained  with  lilood.     In  some  oases  small  cysts 
will  be  found  in  the  discharge.    The  uterine  contents  are  usually 
expelled  before  full  time  is  reached,  but  in  very  rare  cases  the 
mass  is  carried  in  utern  for  some  time  beyond  term.     In  some 
cases  absolutely  no  trace  of  the  f^Btus  can  be  found,  in  others 
only  a  portion  of  it  may  be  present,  but  it  is  occasionally  found 
entire,  usually  dead.     In  one  or  two  cases  the  foetus  has  gone 
on  developing  to  full  time  and  has  been  born  alive,  witli  a  por- 
tion of  the  placenta  showing  cystic  degeneration.    As  a  rule,  the 
disease  begins  early  in  pregnancy,  before  the  villi  have  atrophied 
in  the  non-placental  part  of  the  chorion,  and  the  whole  chorion 
is  thus  affected.     When   it   begins  later  in   pregnancy,   after 
atrophy  has  occurred,  only  the  placental  portion  will  be  affected. 
If  only  a  small  portion,  then  development  of  the  fcetus  may 
not  be  interfered  with.     It  occasionally  occurs  in  twin  pre^'- 
nancies,  the  chorion  of  one  foetus  being  alone  atfected.     The 
other  twin  may  go  on  developing  to  full   time.     It  is   more 
common  with  multipartB  than  with  primiparae,  and  may  recui' 
in  subsequent  pregnancies. 

It  is  a  true  myxomatous  degeneration  of  the  chorion.  The 
tiuid  in  the  cysts  contain  mucin  and  albumin  in  considerable 
quantities. 
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The  mass  may  reach  the  size  of  an  adult  head.  It  may  be 
completely  covered  over  with  deoidua,  but  the  enlarged  villi 
not  infrequently  perforate  one  or  iioth  layers  of  the  decidua 
at  varioas  places,  and  they  may  penetrate  the  muscular  wall 
of  the  uterus,  and  even  the  peritoneal  covering. 

Of  luto  it  has  been  clearly  shown  that  there  is  an  intimate 
relationship  between  this  disease  and  deciduoma  malignum. 
A  very  large  numbei-  of  cases  of  the  latter  diseaso  occur  after 
vesicular  moles. 

DiaifHonM. —There  are  three  prominer  indications  of  the 
condition.  First,  the  uterus  is  usually  much  larger  than  it 
ought  to  be  at  the  supposed  time  of  pregnancy,  and  the  in- 
crease  will  have  been  very  rapid  after  the  third  month  ;  second, 
blood  or  blood-8taine<l  serum  is  discharged  at  intervals ;  and 
third,  vesicles  escape.  Palpation  of  the  uterus  shows  that  it  is 
very  distended  and  has  a  l)oggy  feel,  and  that  no  foetal  parts  or 
movements  can  be  made  out.  Sometimes  a  crepitant  sensation 
can  l)e  made  out.  Auscultation  gives  a  uterine  bruit  but  no 
fcetal  heart,  and  a  crackling  or  crepitant  sound  may  be 
detected. 

Proifiu>,sis.—'£he  condition  is  not  a  very  hopeful  one,  so  a 
guarded  prognosis  should  be  given.  If  the  mass  has  been 
entirely  expelled  naturally,  there  should  \^e  no  immediate  risk, 
but  if  a  portion  of  it  has  been  retained  septicemia  is  very 
likely  to  occur.  In  cases  where  the  vesicles  have  penetrated 
the  wall  of  the  uterus,  there  is  very  great  risk  of  rupture 
occurring  when  an  attempt  is  made  to  remove  the  mass.  In 
all  cases  the  subsequent  occurrence  of  decUluoma  maluimun  is 
greatly  to  be  dreaded. 

Tmttiaont.—U  the  haeuiorrhage  is  great,  plug  the  cervix  and 
vagina  tlioroughly,  until  the  os  is  dilated  sufficiently  to  allow 
ol  expulsion  of  the  mass,  and  then,  if  uterine  effort  fails,  clear 
It  out.  In  clearing  it  out  the  fingers  only  should  be  used, 
and  the  utmost  care  taken  to  prevent  injm-y  to  the  uterine  wall. 
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No  curette  ahould  be  used.  Id  o«Bes  where  there  is  no  difi- 
charge  and  no  uterine  action  going  on,  if  you  are  perfectly 
gure  of  your  diagnosiH,  you  should  induce  abortion  at  once,  as 
the  longer  the  maf>8  is  in  the  uterus  the  greater  is  the  risk  of 
the  uterine  wall  Iwing  perforated.  In  oases  where  a  portion 
of  the  inatiH  is  retained,  and  HepslH  has  occurred,  you  should 
carefully  explore  the  uterine  cavity  and  remove  the  retained 
portion,  but  you  must  bear  in  mind  that  the  uterine  wall  may 
be  very  thin  in  places.  If  the  wall  has  been  perforated,  the 
l)eHt  treatment  would  tie  to  remove  the  entire  uterus,  either 
through  the  vagina  or  abdoruen.  In  all  oases  the  most  rigid 
aseptic  precautions  must  l)e  taken. 


THAPTEK  XVr. 

H.fiMORRHAOKS  OP  THE  LATKR   MONTHS  OP  PUKfJNANCV- 
ACCIDENTAL  H^'.MORUHAOE. 

VarieticB  of    Accidental   Ht!.morrho«c--Tiin..  of    0.'.urrt.nce-.Ktiologv 

-laMeH-DiaKno»i»-Tre»trnent-Ca«._Troatment  of  the  Concealed 
or  Internal  Variety. 

We  have  now  to  take  up  the  h«!morrha8««  which  occur  in  the 
later  mouths  of  preKnancy.  e.<,.,  from  the  sixth  inontii  onwards 
—the  ante-partum   hiBmorrha«es.       We    have   two   varieties. 
I'h.,  accidental  and  unavoidable.     We  shall  first  deal  with  the 
accidental.     The  hajmorrhaye  arises  from  tht-  separation  of  a 
normally  9ituate(^  placenta,  /.,•.,  a  placenta  situated  in  the  uter- 
ine  cavity  anywhere  above  the  lower  uterine  segment.     By  the 
lower  uterine  segment  is  meant  the  part  which  becomes  thinned 
out  during  the  canalisation  of  the  genital  tract.     If  the  placenta 
IS  attached  anywhere  in  this  lower  uterine  sejiraerit.  separation 
'>!  It  IS  bound  to  occur  during  labour,  and  this  j/ives  rise  to  the 
unavoidable  form  of  haunorrhafre.     Such  a  case  is  said  to  be 
one  of  placenta  prtevia,  whi^h  we  shall  ('^scuss  fully  in  our  next 
chapter.    What  I  wish  to  point  out  to  you  now  is."  that  in  l)otli 
cases  the  haemorrhage  is  caused  by  separation  of  the  placenta. 
In  the  accidental,  the  placenta  is  normally  situated.  \n hile,  in  the 
unavoidable,  it  is  in  the  lower  uterine  area.    In  both,  the  blood 
comes  principaUy  from  the  uterine  sinuses,  and  onlv  a  small 
amount  from  the  torn  placenta. 

Varieties  of  Accidental  Hemorrhage —There  are  t-,, 
varieties,  r/r.,  external,  and  concealed.     The  latter  is  one  of  the 
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most  Mhoui  r  pltMtioos  we  hftve  to  deal  with  ia  midwifery. 
With  the  j)tion  of  rupture  of  thn  uterus,  there  i«  no  acci- 
dent BO  tatai  to  the  ijatient.     Fnrtunntely,  it  in  compHratively 

rare. 

Aooidental  ha!moiTha«e  in  more  frecjuent  In  inultiparouw  than 
In  priiniparouH  caseH,  but  it  occanionally  does  occur  among  the 
latter.  It  resembles  an  abortion  in  this  respect,  and  in  fact 
it  is  practically  an  abortion  occurring  in  the  later  months.  It 
occurs  in  the  same  class  of  cases,  and  from  much  the  nauw 
causes. 

Time  of  Occurrence. — It  occurs  from  the  sixth  month 
onward  to  full  time. 

iEtiolo^y. — The  aetiology  is  much  the  same  us  in  cases  of 
abortion.  In  all  the  cases  I  have  examined  carefully,  I  have 
found  the  placenta  more  or  less  degenerated.  A  i)erfectlv 
normal  placenta  might  l)ecome  detached  as  the  result  of  i. 
severe  accident,  but  this  is  very  exceptional.  In  the  majority 
of  cases,  I  believe  the^e  is  more  or  less  disease  of  the  placenta 
present,  due  usually  to  endometritis.  The  exciting  cause  may 
be  direct  violence,  such  as  a  kick  or  blow  ucop  'he  abdoMien, 
overexertion,  overstretching,  such  as  in  reaching  something 
above  the  head  or  in  hanging  up  clothes,  shock,  fright,  severe 
vomiting,  severe  coughing,  and  severe  straining  at  stool.  In 
some  cases  there  may  l)e  no  apparent  exciting  cause. 

For  some  reason  or  other  then,  a  small  portion  of  the  placenta 
becomes  detached,  and  a  utero-placental  sinus  torn  through. 
A  greater  or  less  amount  of  blood  is  poured  out  between  the 
placenta  and  uterine  wall.  If  it  is  at  the  lower  edge  of  th.' 
placenta,  it  will  quickly  find  its  way  down  between  the  mem- 
branes and  the  wall.  It  may  clot  there,  or  work  its  way  down 
by  gravitation  until  it  appears  externally.  If  the  amount  be 
very  small  no  harm  may  result ;  but  it  is  almost  sure  to  act  as 
a  foreign  body,  and  set  up  uterine  contractions,  which  will  caus.- 
more  of  the  placenta  to  be  separated,  and,  of  course,    more 


n.r.MORHH.inirs  of  i.atkh  mosths  of  phfmsascy.  .9. 

hamorrhage.     In  the  oonoeiUed  form  the  blood  i.  retained  in 
fhe  ut*«ru«  and  doo»  not  appear  externally  at  all.  but  there  ia 
usually  a  profLHe  flow  of  aeaum.  which  in  preHH^ni  out  of  the 
olotH.     Sometimes  you  have  what   iniKht  be  call«.l  a  ...ixeil 
form,  where  there  in  sonic  external  bleeding,  but  a  v»-ry  Lu«e 
.|"-ntity  of  blood  remains  in   the   uteruH.      I„   tha  external 
va..oty  a  dot  or  clotH  will  Ix,  foun.l  in   the   uteruH.   but   the 
Kr..ater  imrt  of  the  bloal  e8Cft,M,g  externally.     Ihe  blood  is  naid 
r>cms,onally  to  burat  through  the  membranen  and  mingle  with 
the  l.quor  amnii,  but  I  have  never  Keen  a  cane  of  thin  kind 
In  the  concealed  form  the  uterua  Income,  very  much  distendecl' 
-...»re  oval  m  form,  and  you  n.ay  be  able  to  feel  masnes  in  it' 
.ml.c^tn,g  where  clots  are  lying.     You  will  not  be  able  to  feel 
the  fo^tal  partH.     The  woman  will  cou.plain  of  a  continuous 
reding  pam.  as  if  her  uterus  were  going  to  burst.     If  she  is  a 
mulfpara.  she  will  tell  you  the  pain  is  very  .liffe,^nt  from  any 
pam  she  had  felt  in  former  labours.     This  is  a  svmpton.  of 
he  utn^ost  unportance.  and  one  to  which  1  wish  specially  to 
.  noct  «ttem.on.     It  is  n.entioned  in  text-books.  buH  do  not 
^Hnk  sufhcent  stress  is  laid  upon  its  in.portance.     If  the  case 
•s  at  uU  a  ^nous  one.  the  p..tient  .ill  .how  all  the  s.gns  and 
Hy.upto.„s   of   hemorrhage   and  collapse,   which    I   need   not 
t'immerate.  ' 

.>«,»»,,,. -In  the  concealed  variety  the  p.-OK„„,ie  i,  ex. 
-<li"«l)  Bmve,  »,.  unfortunately.   ;he  condition  i,  often  not 

■:;r:f  t  "" '""™' " "°""''-'-  »"  "-e  ex.",:: 

n  f""":: ':; '""  """'''■  ">  «^"'"' '« »--""■»  "Hi  i* 

"lore  collapse,   the  ^reat  .uajority  should    he   saved       The 

*  'V'    '°°  '"«'■•  '"'""K  "II  tlMi  eases  t„„ether    hut  tor  th. 
^~^.a™ty  alone  U  is  no.  hi,h  eno;,h.     Verro: 

A.  regards  .he  children,  in  l«d  case,  .hey  are  nearly  all 
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lost,  but  in  slight  cases  they  may  be  saved.  Many  of  them 
are  premature.  If  the  placenta  is  entirely  separated,  the  child 
will  be  dead.  The  child's  chances  then  may  be  said  to  depend 
upon  the  amount  of  separation  of  the  placenta,  and  also  the 
ease  of  delivery.  It  may  be  too  premature  to  survive,  and  at 
the  best  is  likely  to  be  weakly. 

Before  taking  up  the  diagnosis  and  treatment  I  shall  give 
you  notes  of  two  cases,  one  of  each  variety. 

Case  /.—The  patient  was  a  nmltipara,  seven  months  preg- 
nant, attended  at  her  own  home.  She  had  been  bleeding  for 
sixteen  hours  before  I  saw  her.  She  stated  that  she  had  been 
very  constipated,  and  the  night  previous  had  been  straining 
very  heavily  at  stool,  when  she  suddenly  found  blood  was 
pouring  from  the  vagina.  She  said  she  had  very  nearly  filled 
the  chamber-pot.  This  was,  of  course,  an  exaggerated  state- 
ment. The  bleeding  had  continued,  more  or  less,  ever  since. 
Three  hours  before  I  saw  her,  the  vagina  had  been  plugged  on  the 
supposition  that  it  was  a  case  of  placenta  pryevia  ;  the  os  was 
then  about  the  size  of  half  a  crown.  I  found  her  pulse  vei\ 
feeble,  and  her  lips  blanched.  She  was  in  a  state  of  collapse 
from  htemorrhage.  The  os  was  now  fully  dilated,  the  mem- 
branes intact  and  the  head  presenting.  The  memhi-anes  weif 
at  once  ruptured,  and  the  forceps  applied.  Delivei->  was  eas\ . 
The  child  was  dead.  Firm  pressure  over  the  utarus  immedi 
ately  expelled  three  or  four  large  black  clots  and  the  placenta , 
which  had  been  completely  separated.  A  hot  douche  checked 
all  poHt-partum  lueinorrhage.  Krgotin  and  ether  were  given 
hypoder'nically,  and  an  injection  of  saline  fluid  into  the  rectum. 
and  a  pint  of  the  same  into  the  areolar  tissues  ol  the  riglu 
axilla.  Her  pulse,  whicl\  had  been  barely  perceptilile  aftei 
delivery,  quickly  improved.     She  made  an  excellent  recover\ . 

Case  II. — Mrs.  E..  jet,  forty-one,  multipara.  This  patient 
was  sent  into  the  hospital  as  a  case  of  placenta  pruevia.  Tlie 
history   given  us   was  that  she  had  begun  to  bleed  about  \ 
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A.M.,  and  that  the  bleeding  had  continued,  more  or  less  ever 
s>nce.  The  only  cause  she  could  give  was  that  she'  had 
done  a  heavy  washing  the  day  before.  She  had  h'>en  seen  a 
few  hours  after  the  ^.:  ..-t.  nnd  the  vagina  had  been  plugged. 
The  plug  had  been  i.moved  twi,:-.  and  a  fresh  one  put  in  '  The 
third  plug  was  stiJ    h) 

On  admission  a.  1. 1 -,  .  n.,  twelve  hours  after  the  onset 
she  was  perfectly  blanched  ;  her  lips  wore  of  a  l)luish-white 
colour  and  absolutely  bloodless.  The  pulse  was  120  and  very 
soft.  She  continually  complained  of  a  rending  pain  in  her 
abdomen,  as  if  she  were  bursting.  The  abdomen  was  very 
much  distended  and  globular  in  shape.  The  foetal  parts  could 
not  be  palpated.  The  os  admitted  two  fingers  and  no  placenta 
could  be  felt. 

She  was  given  some  stimulant  by  the  mouth  and  a  saline 
rectal  mjection.     Champetier  de  Ribes'  bag  was  inserted  and 
partially  filled.     In  a  few  minutes  it  was  withdrawn  and  the  03 
dilated  manually  until  the  hand  passed.     The  membranes  were 
n.ptiu-ed  and  a  foot  l)rought  down,  and  delivery  of  a  premature 
deud    child,    which    weighed    2A    lb.,    quickly    effected.      The 
placenta,  which  had    been    completely  separated,  and  a  very 
larso  quantity  of  clot,  were  at  once  cleared  out  of  the  uterus 
During  this  time  the  uterus  was  actively  compressed,  and  hy^ 
podermic  injections  of  ergotin  and  strychnine  were  jnven      A 
creolu,  Ultra-uterine  injection  (115^  F.)  checked  the  post-partum 
lia.niorrhage  ;  in  fact  there  was  no  blood  lost  after  delivery  as 
unfoitunately,  there  was  none  to  lose.     Another  saline  rectal 
injection  was  given,  and  also  one  into  the  areolar  tissues  under 
the  left  breast.     She  was  now  practic  lly  pulseless.     In  spite  of 
active  stimulation  she  died  in  half  an  hour. 

r  shall  refer  to  this  case  when  discussing  the  best  methods 
ot  treatment. 

Diajnosis.—In  the  external  variety  there  will  be  bleeding 
from  the  uterus.     The  patient  may  or   may   not   be    having 

13  '^ 


194 


CLINICAL  OBSTETRICS. 


uterine  contractions,  if  it  is  before  full  time,  but  they  will  soon 
come  on.  If  the  htemorrhage  is  profuse,  the  pulse  will  become 
rapid  and  wea\,  and  signs  and  symptoms  of  collapse  supervene. 
In  some  cases  the  amount  of  collapse  will  be  much  greater  than 
the  apparent  loss  of  blood  accounts  for.  In  such  cases  there 
will  be  concealed  hsEmorrhage  as  well,  making  it  much  more 
dangerous.  The  os  may  not  be  much  dilated  at  first,  but  you 
will  usually  be  able  to  get  your  finger  in.  The  cervical  canal 
will  usually  be  found  full  of  clot,  which  may  easily  be  mis- 
taken for  placenta.  You  can  break  down  the  clot  and  remove 
it,  while  this  cannot  easily  be  done  with  placenta.  You  will 
not  be  able  to  reach  any  placental  tissue  with  your  finger. 

You  will  have  to  diagnose  the  external  form  from  unavoid- 
able haemorrhage  due  to  placenta  prsEvia,  and  the  concealed 
from  rupture  of  the  uterus  or  other  viscus.  Mistakes  are 
frequently  made  between  the  external  variety  and  unavoidable 
haemorrhage.  In  both  of  the  cases  I  have  related  this  happened. 
Until  the  os  is  dilated  sufficiently  to  admit  the  finger  a  differen- 
tial diagnosis  may  be  impossible.  If  placenta  can  be  reached, 
that  will  settle  that  it  is  a  case  of  placenta  praevia.  A  boggy 
feeling  in  the  fornices  is  also  indicative  of  placenta  praevia. 
You  will  see  it  stated  that  in  accidental  haemorrhage  there  will 
be  no  bleeding  during  the  pains,  as  the  presenting  part  will 
effectually  block  ths  passage,  while  in  placenta  praevia  the 
bleeding  will  increase  during  the  pains.  In  my  experience, 
which  has  been  a  pretty  large  one,  you  can  place  absolutely  no 
dependence  upon  this.  In  accidental  haemorrhage  the  con- 
tractions will  squeeze  out  any  blood  which  is  in  the  lower  part 
of  the  uterus  and  cervix,  and,  besides,  in  many  cases  the  pre- 
senting part  does  not  block  the  passage.  In  a  case  of  lateral 
or  marginal  placenta  praevia,  if  the  head  is  well  down  durin-; 
the  uterine  contractions,  it  will  effectually  plug  the  passage  and 
prevent  any  bleeding. 

In  the  concealed   variety  there  may  be  some  haemorrhagt' 
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8hovvin«.   b„t  ofte,i  there  is  or.ly  u  copious  seroi.s  discharge 
The  patient  aiII  be  in  a  state  of  collapse.     The  uterus  will  be 
oval  in  shape  and  very  much  distended.     You  will  uot  be  able 
to  palpate  the  fcetus.   but  you  will  often  be  able  to  nuike  out 
irre-ular  masses  in  the  uterus  indicating  where  the  clots  are 
lyui«.    The  patient  will  complain  of  a  continuous  rending  pain 
in  the  uterus.     Rupture  of  the  uterus  gives  much  the  same 
condition  of  collapse.   i)ut   it  occurs  us  a  rule  in  the  second 
stage  of  labour.      In  complete  rupture  the  uterus  will  usually 
be  smaller  than  it  was  before,  and  the  presenting  part  will 
have  receded.      In  partial  rupture   th..   signs  anct   svmptoms 
are  almost  identical,   but  it  occurs  almost  always  late  i„  the 
second   stage,  while  the  hannorrhage    is  always  in  the    Hrst 
or  before  labour  has  set  in.     Rupture  of  an  internal  viscus' 
''.,'/..  stomach  or  bowel,  would   give   the   same  collapse       An 
examination  would  reveal  that  the  uterus  was  of  normal  si;.e 
and  shape. 

rreahno„l.~T^  pi,,p^,  treatment  of  each  case  depends 
upon  the  conditions  present.  To  lay  down  one  hard  and  fast 
rule  of  procedu  bsur<l.      Let  us  first  consider  the  external 

variety.     We  w-  suppose  a  case  where  the  haemorrhage 

IS  not  very  great  and  the  uterus  is  not  distended  If  the 
membranes  are  ruptured  and  a  tight  binder  applied,  this  is 
usually  sufficient,  provided  contractions  are  occurring,  but  you 
must  watch  the  pulse  carefully  for  fear  of  concealed  bleedin^. 
gomg  on.  If  the  uterus  does  not  contract  when  the  liquor 
amnu  flows  away,  you  can  easily  see  the  pressure  inside  the 

UterilK  will     l>£i    I„„.       .    ri     -      T     II 


If  the  ex- 


uterus  will  l,e  les.  u,d  and  bleeding  encouraged.  ..  .ne  ex- 
ternal luemorrhage  continues,  or  if  there  is  evidence  of  internal 
hamiorrhage,  steps  should  at  once  l)e  taken  to  hurry  dilatation 
and  dehveiy  The  dilatation  may  be  effected  by  means  of 
Barnes  or  Champetier  de  Ribes'  bags,  or  manually.  As  soon 
as  the  OS  IS  sufHciently  wide,  turn  by  either  method  and  bring 
ieg  dov\n.      Keep  up  active  stimulation  of  the  uterus   by 
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kneading  it  to  encourage  oontraotions.  If  the  os  is  not  sutti* 
oiently  dilated  to  allow  of  the  head  passing  easily,  beware  of 
dragging  it  through  forcibly,  or  you  may  rupture  the  cervix  and 
add  a  very  serious  risk.  In  some  cases  forceps  may  be  used, 
but  as  a  rule  turning  is  the  lietter  method.  As  soon  as  the 
child  is  born  the  uterus  must  be  actively  compressed,  and  in 
most  cases  the  hand  should  at  once  be  introduced  into  the 
uterus  to  clear  out  the  clots  and  ])lacenta.  A  very  hot  douche 
(120"  F.)  should  be  given  at  once,  and  ergotin  hypodermically. 
These  active  measures  require  to  be  adopted  to  prevent  post- 
partum haemorrhage,  which  is  a  c  to  occur.  If  the  case  has 
been  a  severe  one,  saline  fluid  (1  dr.  of  common  salt  to  a 
pint)  should  be  injected  either  directly  into  a  vein  or  into  the 
areolar  tissues  of  some  part  of  the  body.  It  can  also  be  given 
into  the  rectum.  The  patient  should  be  freely  stimulated  with 
brandy,  ether,  or  strychnine.  In  a  very  bad  case  it  would  be 
well  to  transfuse  before  attempting  delivery.  I  shall  deal  with 
the  methods  of  transfusion  and  treatment  of  collapse  from 
haemorrhage,  when  discussing  post-partum  haemorrhage. 

I  shall  now  give  you  the  history  of  a  case,  which  illustrates 
the  serious  risks  one  runs  in  hastening  dilatation  and  delivery, 
under  any  circumstances. 

Case  III. — Mrs.  T.,  aet.  twenty-seven,  ii.-para.  This  patient 
had  been  delivered  by  me  on  1st  October,  1896,  of  her  first 
child  by  craniotomy.  The  cord  was  prolapsed  and  pulseless. 
Her  pelvic  measurements  were  as  follows :  Interspinous,  10] 
in.  ;  intercristal,  lOi  in.  ;  external  conjugate,  7  in.  ;  diagonal 
conjugate,  3^  in.     The  true  conjugate  would  be  about  84  in. 

According  to  instructions,  she  came  back  for  induction  when 
seven  and  a  half  months  pr>:)gnant.  She  was  admitted  into 
the  Glasgow  Maternity  Hospital  on  1st  October,  1897.  A 
bougie  was  passed  into  the  ui^'rus,  and  the  vagina  plugged  the 
evening  of  admission.  The  plugs  were  removed  sixteen  hours 
later.     The  os  was  the  size  of  a  shilling.     During   the  next 
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twenty-four   hours   not  much  progress   was   made.     On   the 
evening  of  the  3rd  October,  I  found  the  os  would  admit  two 
fingers  and  was  fairly  dilatable,  so  I  determined  to  put  in  .1 
Champetier  de  Ribes'  bag,  and  leave  it  in  until  the  oh  dilated. 
The  bag  was  easily  introduced  without  giving  chloroform,  the 
patient   lying   on    her   left  side.     Warm   caioolic   lotion   was 
pumped  in  through  a  Higginson  syringe,  and  before  the  bag 
was  nearly  full  the  patient  suddenly  became  blanched  and  the 
pulse  grew  very  weak.     The  syringe  was  deta-hed  from  the 
bag  and   the   fluid   allowed   to  run  ou.t ;    only   a   little   came 
through  the  tube,  and  it  was  blood-stained,  bul  a  gush  of  blood- 
stained fluid  came  from  the  vagina.     The  bag  was  withdrawn 
at  once,  when  there  was  a  tremendous  gush  of  blood.     The 
bag  had  a  rent  nearly  an  inch  long  in  its  side.     As  the  uterus 
showed   no   indication   of   contracting,    and    the    hsEmorrhage 
continued,  Dr.  Black  agreed  that  I  ought  to  dilate  manually, 
and  turn  at  once.      This   was  easily  effected,   as  the  cp'-vix 
yielded  readily  to  my  hand.     The  body  was  drawn  down  .nd 
the  arms  freed.     The  uterus  was  still  very  flabby,  and  I  was 
afraid  that  internal  bleeding  might  continue,  so  I  dehvered  the 
head  at  once  by  suprapubic  pressure  combined  with  not  very 
great  traction  on  the  body.     The  child  was  alive,  and  weighed 
«i  lb.     The  placenta,  which  was  partially  in  the  vagina,  was 
removed.     It  had  been  attached  low  down  and  was  very  soft, 
evidently  fatty.  A  hot  intra-uterine  creolin  douche  (120°  F.)  vas 
given,  and  the  uterus,  which  had  been  very  flabby,  soon  con- 
tracted firmly.     A  hypodermic  injection  of  ergotin  (3  gr.)  and 
another  of  ether  (20  drops)  were  given,  and  a  pint  of  saline 
solution   by  the   rectum.     The  cervix  was  torn  considerably, 
but  the  hot  douche  seemed  to  check  the  hemorrhage.     The 
patient  had  rallied,  and  said  she  felt  better.     Her  pulse  was 
92,  and  of  fair  strength.     She  was   then   made   comfortable 
and  a  firm  binder  put  on,  but  in  about  ten  minutes,  perhaps 
l^half  an  hour  after  delivery,  her  pulse  became  very  feeble  (120), 
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and  ahe  looked  decidedly  blanched.  Bleeding  had  recurred, 
evidently  from  thf  cpivix,  as  the  uterus  was  fairly  firm.  The 
foot  of  tlie  bed  was  raised  at  once,  and  2  oz.  brandy  and  2  o/. 
water  injected  into  the  rectum.  Another  hot  douche  (120°  F.) 
was  f^iven  by  me,  while,  at  the  same  time,  Dr.  Webster  opened 
the  median  basilic  vein  and  transfused  fj  pints  of  saline  fluid. 
The  pulse  improved  for  a  time.  As  tlie  hot  douche  failed 
to  check  the  oo/ing,  I  plugged  the  cervix  and  vagina  with 
iodoform  gauze.  Hot  applications  and  stimulants  were  used 
freely,  but  she  gradually  sank,  and  died  two  and  a  half  hours 
after  delivery. 

We  got  permic.^ion  for  a  post-mortem,  but,  unfortunately, 
the  body  was  removed  without  the  resident's  knowledge  before 
we  could  have  the  examination  made. 

Two  other  De  Ribes'  bags  have  burst  in  my  hands,  Init,  for- 
tunately, the  others  burst  in  the  vagina.  In  this  case  the  burst 
was  high  up,  and  the  fluid  separated  the  placenta,  which  was 
very  friable  and  situated  low  down.  The  bag  is  a  large  one 
and  from  the  point  which  was  in  the  os  to  the  top  it  measures 
fully  4  in.  As  it  distended  the  meml)rane8  would  be  stripped 
off  the  uterine  wall  and  be  pushed  up  before  it.  The  lower 
edge  of  the  placenta  may  even  have  been  slightly  separated  by 
the  strain  on  the  membranes  l^fore  the  l)ag  I)ur8t.  Of  course 
that  had  nothing  to  do  with  the  tearing  of  the  cervix,  except 
that  it  forced  me  to  deliver  by  accouclicmcnt  foin'.  If  I  had 
delayed  the  delivery  of  the  head  and  sacrificed  the  child,  the 
mother  might  have  been  saved.  One  can  always  l)e  wise  aftei' 
the  9vent.  This  case  iUustrates  the  grave  risk  incui-red  in  rapid 
delivL  y. 

This  bag  seems  to  be  made  of  some  preparation  of  rubber. 
The  one  I  have  for  private  use  is  made  of  silk,  and  sewed.  I 
do  not  think  it  would  burst,  but  it  is  very  difficult  to  render 
such  a  bag  aseptic.  These  rubber  ones,  I  imagine,  have  been 
made  so  that  they  may  be  easily  rendered  aseptic.     I  shall 
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certainly  nevfv  use  nnc  of  them  a^ain.  The  silk  one,  I  have 
found,  does  well ;  but,  after  such  an  experience,  I  cannot  so 
strongly  commend  their  use,  as  is  done  by  some  obstetricians. 

The  methods  of  treatment  I  have  given  you  aie  the  ones 
I  have  found  most  efficacious,  but  you  will  find  a  very  different 
method  described  in  Jellett's  Short  Practicn  of  Midwifery. 
In  the  prefa-e  to  that  work,  Smyly  says  :  "  In  the  first  two 
years  of  my  mastership  I  treated  all  serious  cases  of  accidental 
hiemorrhage  by  rupturing  the  membranes,  and,  if  that  did  not 
prove  effectual,  delivery  was  effected  by  version  and  extraction 
or  perforation.  The  results  weie  so  bad  that  I  resorted  to 
plugging  in  all  cases  of  external  hiemorrhage  in   which   the 

membranes  were  intact  and  labour  pains  absent  or  feeble 

that  is,  in  the  great  majority  of  cases— and  with  excellent 
results.  The  fear  that  an  external  would  be  converted  into  an 
internal  haemorrhage  proved  groundless."  The  case  of  Mrs. 
E.,  which  I  have  already  related  to  you,  shows  that  this  fear  is 
not  groundless.  It  began  as  an  external  form,  but  was  con- 
veited  into  an  internal  by  the  plugging. 

Jellett  strongly  advocates  the  plug.  He  says  :  "If  the  blood 
cannot  escape,  then  it  must  cease  flowing  as  soon  as  the  cavity 
IS  full.  There  is  no  room  for  any  considerable  quantity  of 
blood  to  escape  into  a  healthy  uterus  occupied  by  an  unrup- 
tured ovum.  If  a  vessel  rupture  in  such  a  case  and  no  blood 
escape  through  the  os,  the  pressure  in  the  uterus  would  rapidly 
become  greater  than  the  blood  pressure,  and  the  haemorrhage 
would  cease.  If,  on  the  other  hand,  the  uterus  l)e  unhealthy 
and  dilate  before  the  blood  pressure,  then  the  amount  of  the 
ha'moiThage  is  only  limited  by  the  dilatability  of  the  uterus." 
This  is  all  true  enough,  but  the  unfortunate  thing  is  that  we 
rarely  have  to  deal  with  a  healthy  uterus.  If  it  were  healthy, 
the  placenta  would  not  separate  except  under  very  exceptional 
circumstances.  The  placentae,  in  the  cases  which  I  have  exam- 
med,  have  all  been  in  an  unhealthy  condition.     Jellett  says  the 
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haemorrhage  is  primarily  due  to  an  endometritis.     A  uterus 
with  endometritis  is  not  a  '''^althy  one. 

Nature's  method  of  checking  heemorrhage  is  not  by  pressure, 
but  by  contraction  and  retraction  of  the  uterine  muscular  fibres. 
The  only  way  to  get  that  is  by  emptying  the  uterus,  a  practice 
I  have  always  carried  out  when  any  active  haemorrhage  was 
going  on.  In  a  large  number  of  cases  of  the  external  variety, 
the  only  one  I  have  lost  was  that  of  Mrs.  T„  just  related,  and 
it  was  a  very  exceptional  one.  I  am  afraid  I  was  too  anxious 
to  get  a  live  child  in  that  case,  and  it  was  of  course  complicated 
by  a  considerable  contraction  of  the  pelvis.  Rupturing  the 
membranes  may  sullice  when  active  contractions  are  going 
on,  but  I  would  never  trust  to  it,  if  there  had  been  much 
hemorrhage.  If  haemorrhage  is  going  on,  I  think  the  best 
treatment  is  to  dilate  and  deliver,  with  due  precautions  not  to 
lacerate.  If  the  haemorrhage  has  ceased  and  the  patient  is 
BOt  collapsed,  you  may  wait  and  watch  her.  If  she  is  very 
muen  collapsed,  you  should  stimulate  her  and  give  a  sahne 
injection  before  delivery,  lest  the  shock  of  the  delivery  prove 
fatal,  even  without  any  post-partum  bleeding.  The  treatment 
of  the  external  form  is  comparatively  simple,  but  in  the  con- 
cealed we  have  a  much  more  serious  ditiiculty  to  face. 

Treatment  of  the  Concealed  or  Internal  Variety. — 
Jellett  says :  "  The  only  treatment  which  is  of  any  avail  in 
these  cases  is  the  accouchement  force,  or  Porro's  operation  ". 
The  former  I  have  tried,  and  I  must  confess  the  results  have 
not  been  encouraging.  Rupturing  the  membranes  has  been 
advocated,  but  this  I  consider  dangerous,  as  the  uterus  is 
paraly-^^sd  and  will  not  contract,  so  that  the  escape  of  the 
hquor  au^Aiii  makes  more  room  for  blood  to  be  poured  out. 
If  accouchen^fif  Jorci  is  decided  upon,  the  patient  should  first 
be  freely  stimuiat^id  and  given  a  large  injection  of  saline,  either 
into  the  areolar  tissues  or  directly  into  a  vein.  As  soon  as  the 
child  is  delivered  ihe  utwus  should  be  emptied  of  the  placenta 
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and  clots,  and  every  eflfort  made  to  get  it  to  contract  by  hot 
douches,  ergotin  hypodermically.  and  firm  suprapubic  pressure 
Porros  operation  I  have  not  tried,  but  it  has  been  done 
with  success.  In  a  hospital  it  could  be  adopted,  but  in  private 
work  I  am  afraid  one  could  hardly  do  it.  If  I  have  another 
case  hke  that  of  Mrs.  E.  I  shall  try  it.  after  giving  a  large 
sahne  mjectiou.  "       n  k 


CHAPTER  XVII. 

THK  H.4':M()miHA(JKS  OF  THE  LATKH  MONTHS  OF  IMlKO- 
NANCY-l'N AVOIDABLE  H-KMOTtHHAOK  FROM  PLACENTA 

BaiuU's  Uing  —  Hetnu-tioii  and  Contraction— Definition  of  I'iac  entii 
Pr.pvia— Average  of  Occurrence— Tina-  <if  Occurrence  of  tic  Jticnior- 
rliage— Source  of  tiie  Hjemorrliage— Causes  of  IMacentH  I'rievia— 
Signs  and  Symptoms— niagnosis— Prognosis— Treatment. 

The  ne,  'onn  of  h«'morrhaj,?e  we  shall  consider  is  the  unavoid- 
able, wlJ  .-ii  arises  from  the  condition  known  as  placenta  proivia. 
In  these  cases  the  whole,  or  part,  of  the  placenta  is  attached  to 
the  lower  uterine  area  or  segment,  or  that  part  of  the  iiternie 
cavity  which  lies  below  the  retraction,  or  IJandl's  rin«. 

What  is  the  Retraction  Ring,  and  where  does  it  Lie?— 
It  is  a  muscular  rin^  which  marks  the  junction  of  the  lowei 
uterine  segment  with  the  active  part  of  the  uterus.  The  lower 
uterine  segment  is  the  part  which,  during  labour,  becomes 
stretched  and  thinned  out,  or,  in  other  words,  liecomes  canalised, 
just  IS  the  cervix  and  vagina  do.  It  remains  passive.  In 
the  full  time  uterus,  the  upper  boundary  of  the  lower  uterine 
segment  lies  from  2i  in.  to  3i  in.  above  the  os  internum.  Tiic 
peritoneum  over  this  segment  is  loosely  attached,  and  becomes 
closely  adherent  just  at  the  position  of  the  ring.  A  lar.;e 
circular  vein  is  usually  found  in  the  wall  at  the  ring. 

As  labour  advances,  the  lower  uterine  segment  thins  out  or 
becomes  stretched,  and  the  retraction  ring  rises  higher  iind 
higher  in  the  abdomen.     In  ordinary  cases  the   ring  is   not 
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artial  rupture  of  the  uterus,  sliowing  tlie  re 
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palpable,  but  if  there  be  any  obstruction  to  the  advance  of  the 
presenting  part  it  will  soon  become  apparent  to  the  touch. 
Whenever  the  retraction  ring  can  easily  be  felt,  you  have  an 
indication  that  there  is  danger  of  the  uteruH  rupturing. 

The  drawing  (tig.  7j  shows  the  ring  very  markedly.  It 
was  obtained  from  a  case  of  rupture  of  the  uterus  which  was 
brought  into  the  Glasgow  Maternity  HoHpital  from  the 
country.  She  died  a  few  minutes  after  admission,  and  we  re- 
moved the  uterus  post<mortem.  The  uterus  with  the  child  in 
situ  was  hardened  in  formalin,  and  now  that  the  child  has  twen 
removed,  and  the  posterior  wall  cut  away,  you  can  see  the  ring 
very  distinctly,  forming  a  ledge  right  round  the  interior.  You 
will  notice  how  this  lower  part  of  the  uterus  below  the  ring  has 
been  thinned  out.  The  peritoneum  over  it  is  loosely  attached, 
but  firmly  adherent  at  the  ring.  The  rupture,  you  will  observe, 
is  the  exact  shape  of  the  back  of  the  closed  hand.  It  only 
extends  through  the  muscular  layern.  The  loose  peritoneum, 
you  will  notice,  has  allowed  of  a  lai'ge  quantity  of  blood  being 
poured  out  under  it.  In  fact,  there  was  a  large  htctiiatoma 
round  the  greater  part  of  the  uterus  and  extending  into  the 
broad  ligament.  The  circular  vein  in  also  apparent.  Tlie 
patient's  pelvis  was  not  contracted,  but  the  child  presented  by 
the  face  with  the  chin  posterior.  It  was  a  very  large  cliild, 
and  the  face  could  not  enter  the  brim.  Attempts  were  made 
to  deliver  with  forceps,  and,  unfortunately,  when  these  failed, 
version  was  tried.  By  this  time  the  liquor  amnii  had  l)€eii 
away  for  some  time,  and  the  lower  uterine  segment  had  be- 
come dangerously  thinned  out,  as  you  can  see.  When  ar. 
attempt  was  made  to  pass  the  hand  in  to  grasp  a  foot,  incom- 
plete rupture  took  place,  and  a  large  amount  of  blood  was 
poured  out  under  the  peritoneum.  The  woman  collapsed,  and 
by  the  time  she  was  brought  to  us  from  some  distance  in  the 
country  she  was  moribund.  In  passing,  I  may  say  the  proper 
treatment  in  this  case  would  have  been  version  early,  if  it  could 


H.€MORHHAr,BS  OF  LATER  MOSTHS  or  PHEUNASVY.    .„ 
not  have  been  converted  into  h  vertex  presentation.  More  .la- 

hould  have  l>een  done  ,n»tead  of  an  attempt  at  turning  after 
forceps  fa.  ed.     Early  version  would  have  saved  the  mother,  and 
very  pmbahly  the  child  also.     I  nhall  refer  to  this  a«ain.  but  in 
passmK  I  would  like  to  insist,  that  if  you  fail  to  deliver  with 
orceps  0.,...  .the  instr.nnents  do  not  slip,  never  attempt  to 
turn.    You  wdl  not  be  likely  to  save  the  child,  and  in  manv  cases 
you  W.1I  cause  the  .leath  of  the  mother  by  rupturing  the  uterus. 
Th.s  statement  refers  to  vertex  as  well  as  face  presentations 
I  am  well  aware  that  turning,  after  failure  with  forceps   is  a 
common  practice,  but  I  have  seen  the  terrible  re.sult  of  rupture 
of  the  uterus,  in  more  than  one  case  brought  to  the  hospital  in 
ft  moribund  condition. 

Retraction  and  Contraction  are  two  lern.s  which  are  used 
1  e.,uently  „,  descril,in.  labour.       They  refer  to   what   takes 
place  m  the  muscular  Hbres  of  the  uterus.     I„  contraction  of  a 
muscle  the  hbres  shorten,  and  when  relaxation  takes  place  they 
return  to  the.r  original  length  fron.  the  elastic  reacUon      Re- 
tracfon  is  something  more  than  this.     In  relaxation  the  fibres 
.0  not  return  to  their  original  length,   but  remain  sonunvhat 
h,ckened  and  shortened.     This  is  what  is  known  as  retraction 
Contract.or,  is  ten,porary  and  transient,   but   retraction  is  per- 
.nanent  and  progressive.     The  uterine  wall  above  the  retraction 
-uig  contracts  and  retracts  and  becomes  thickened,  while  below 
the  r,„g  u  thins  out.     In  Cesarian  section  operations  this  is 
o.„et.mes    very    clearly  shown.      The  retrac'on  ring,  if  J 
through   can  be  plainly  seen  ;  the  uterine  wall  a»x,ve  it  will  be 
«l'"te  thick,  while  l>elow  it  will  be  thi,i. 

It  is  the  retraction  of  the  uterine  muscular  hbres  which  is 
t'n- great  factor  in  preventing  h^rmorrhage.  If  a  uierus  re- 
'-u„s  b.g  and  flabby  after  the  child  is  born  hemorrhage  will 
-neor,  but  if  it  becomes  firm  and  remains  so.  there  is  no 
'-1^      N\e  usually  speak  of  it  being  well  contracted  when  it 
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assumes  the  cricket  ball  shape  and  feel,  but  it  would  be  more 
accurate  to  describe  it  as  well  retracted. 

Definition  of  Placenta  Praevia.— Placenta  prsevia  is  de- 
fined as  the  implantation  of  the  placenta,  in  whole,  or  in  part,  in 
the  lower  uterine  area,  that  is,  in  the  part  of  the  uterine  cavity 
which  lies  below  the  retraction  ring,  or  the  part  which  stretches 
during  labour.     This  part,  as  I  have  already  said,  lies  between 
the  OS  internum  and  about  2i  in.  to  3i  in.  above  it,  and  is 
characterised  by  :  (1)  its  thinness  ;  (2)  the  longitudinal  arrange- 
ment of  the  muscle  fibres;   (.3)  the  loose  attachment  of  the 
peritoneum ;  (4)  the  presence  of  a  circular  vein  at  its  upper 
limit.     The  placenta   is  never  attached   to  any  part  of    the 
cervical  canal,  but  may  be  entirely  over  the  os  internum.     As 
this  part  of  the  uterus  must  expand  or  stretch  during  canalisa- 
tion of  the  tract,  the  placental  attachment  must  necessarily  be 
torn  through,  and  rupture  of  the  utero-placental  sinuses  occur, 
hence  the  huemorrhage  is  known  as  unavoidable. 

Average  of  Occurrence. — It  is  said  to  occur  about  once 
in  a  thousand  cases,  but  in  my  experience  it  is  much  more 
frequent.  It  is  said  to  be  very  rare  with  twin  pregnancies. 
The  late  Dr.  Angus  Maodonald,  I  believe,  put  the  average  with 
twins  as  once  in  44,500  labours,  not  twin  labours  of  course. 
I  have  been  going  through  the  books  of  the  outdoor  depart- 
ment lately  and  have  found  one  case  in  about  twenty-five 
years'  work,  but  curiously  enough  during  the  last  year  there 
have  been  two  cases  in  the  hospital  under  my  care.  I  have 
also  had  one  in  private  within  the  last  few  years.  They  are 
certainly  rare,  but  not  so  rare  as  Macdonald  believed.  Like 
accidental  haiinorrhage  the  unavoidable  form  is  much  more 
frequent  in  multiparous  than  primiparous  cases. 

In  the  outdoor  department  of  the  Glasgow  Maternity  Hos- 
pital it  occurred  105  times  in  41,111  labours  (1  in  391),  ami 
in  the  indoor  63  times  in  10,179  labours  (1  in  161).  By 
combining  the  two  we  get  168  cases  in  51,290  labours  (1  in 


305,.     The  estimate  from  the  outdoor  cases  is  nrettv  „      , 
correet,  while  that  for  the  indoor  is  too  hL\        '         "'''' 
of  .he  eases  are  sent  in  hy  outside  d^'t  tt^Zr  "Z 
our  a^era^e  ,„  the  indoor  department  was  ahout  1   nT 

Time  of  Occurrence  of  the  Jtemorrhase     t7       „ 
occurs  from  the  sixth  month  onwai*      A  L  !  '^ 

during  the  seventh  month.     The  ^Intt  d?    T  """^ 

•o  tun  time.     A,  I  h.ve  «I«dvt,ed  i,^  .  7   """"^"^  '" 
.0,.  .«s  Of  pUeenta  pr„ia  .Ct  Z  ^1:^' 

varieties. -Two  varieties  are  sometimes  described    ,  - 
nrst,  comidetc  or  rpnt,:,i  .  -,     ■  "escriDed,  ru., 

njneie  o,   ccntial ;  second,   mcomp/ctc  or  vnrtinl     k  I 
more  frequently  three  varieties  are  .iven    w/ fi  ' 

"'•  central,  when  the  placenta  completeC;e     the       '  T''"'' 

This  latter  forlsproballvmol  ?"  "''""'  ^^^^'"^"*- 

posed.  When  siijhT tr^;—:: ! -J:  tr"^  ^"^■ 

not  mfrequently  does,  it  probably  arises  fro  rth.  "''•"  " 

a  small  portion  of  placenta    wbil  T     T  ^^P^'-'^t'^n  of 

Bandrs  dng       The^T      ,'  .  ""^  ^''"  ^^^'^^^^^   below 

the  utero-plaeental  sinusesTutf  i^,  '"  ''°"°"  ''  '™» 

"I.™  a  cotyledon  isnalM.  """"""^  "">  "'"""■"» 

-Hue  wal    0  .rcurli  *;:i'^""\''?"™'^'  *-«''  *e 

-'  "■■«.  into  th    s  :   :^*  """' w  "■  "'■  ''°''  '°  *«  ''-'''- 

""■•  ™.ous  sinuses  in  "he  nt! ri  e  ^l    "  ^r"- 1  "'  ™'"^ 
'<■■■<'  Moo<l  suDDlv      Wl,       .1  ""^  "  *"»  "  very 

•-  ■-^o:^itt:eTlatur:r'■''  ™"^^"~'  »'"^ 
" ^-  ""■  -■■"  -- "-  i«  '""irrdSXuTo" 
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the  retraction  of  the  uterine  muscular  fibres  compressing  the 
branches  of  the  arteries  and  veins,  and  practically  closing  them 
up ;  but  in  a  case  of  placenta  prsevia  there  is  no  retraction  of 
the  lower  uterine  segment  to  do  this,  therefore  the  bleeding  is 
profuse. 

The  actual  cause  of  the  separation  of  the  placenta  is  the 
increase  in  area  of  the  lower  uterine  segment.  In  full  dilata- 
tion, this  area  increases  over  two  and  a  half  times,  but  a  very 
much  less  increase  is  sufficient  to  cause  detachment.  The 
placenta  cannot  expand  to  keep  pace,  as  it  were,  with  the 
expansion  of  its  site,  so  the  attachment  must  be  torn  through. 
In  some  cases  you  have  hemorrhage  occurring  Ijefore  dilata- 
tion can  be  detected.  These  are  really  cases  of  accidental 
haemorrhage  in  a  case  of  placenta  praevia.  You  can  easily 
understand  how  any  of  the  causes  I  have  already  given  you 
of  accidental  htemorrhage  with  a  normally  attached  placenta 
would  be  much  more  potent,  if  the  placenta  were  situated  in 
the  lower  uterine  area. 

Causes  of  Placenta  Praevia. — It  arises  from  a  low  implan- 
tation of  the  ovum.  Some  observers  maintain  that  it  is  due 
to  the  placenta  developing  over  part  of  the  decidua  I'eflexa. 
Webster  has  published  drawings  of  a  case  which  proves  this. 
In  many  cases  there  has  been  antecedent  uterine  disease.  I 
have  seen  two  where  endometritis  had  been  present  before  im- 
pregnation. In  such  cases  the  uterine  cavity  is  enlarged,  and 
this  would  allow  of  the  ovum  slipping  down  to  the  lower  part. 
This  would  also  account  for  the  greater  frequency  among  inulri- 
parse,  and  for  the  fact  that  when  it  does  occur  in  a  pvimiparous 
woman  she  is  usually  an  elderly  one. 

Signs  and  Symptoms. — The  chief  sign  is  htemorrhage,  tlu 
onset  of  which  is  sudden,  without  any  apparent  cause,  as  a  rule 
It  frequently  occurs  when  the  patient  is  in  bed.  The  first  attack 
may  be  slight,  ceasing  in  a  little,  to  recur  in  some  hours,  or  days, 
or  even  weeks  later.     On  the  other  hand,  it  mav  be  verv  severe 
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and  persistent.  At  first,  as  a  rule,  no  pain  wiU  be  felt  but 
after  a  t.me  contractions  will  set  in.  You  will  fJnd  t  stat^ 
that  the  hemorrhage  occurs  during  the  pains,  as  the  p  ac  „t^ 
attachment  .  then  being  torn  through  and  the  sinuses  opened 
nto.  As  a  n^atter  of  fact,  the  contractions  of  the  uterus  end 
to  lessen  the  blood  supply  for  the  time  being,  by  compress  „' 

vhich  has  already  escaped.     In  the  lateral  and  marginal  va  ie^ 
h   contractions  by  driving  the  presentmg  parts  dow^  co  np 
the  placenta  and  stop  the  hemorrhage,  just  as  a  plug  doe       In 

Zit  ttr  "^"^^^  ""*  ^'^*  *'^  ^^^— '^  h--  -bag: 

dunng  the  pams  was  no  mdication  that  it  was  a  case  of  placent 
pmvm.  and  not  one  of  accidental  hemorrhage  ^ 

If  the  hemorrhage  is  great,  the  patient  will  show  si^ns  and 
ymptoms  of  collapse.  ,v>..  pallor,  weak  a-d  ..pid  puhe  rest 
lessness.  nnging  in  the  ears,  faintness.  etc  ^       ' 

A  vagmal  examination  may  not  reveal  much.     The  os  mav 

well  in  ana  sweep  it  round     Tl  '""'  J""  ""«« 

Mooa  Co.,  a„„  ernXtoJe'rt::::?''  '■"""'='■  "•»"  ^ 

.".-rriT/LlTr'  """''-  "- ".■.•'.a«e.f..on,  .he  ,«h 

o  ine  >agin,i  or  cervix,  or  cancer  ot  the  cei-vix      Tl,.  ^.■  \ 
of  the  onset  will  not  h„l„  ,.„„  „„„h      vl,      n  I.  °'- 

on  an  examination      Tf '.k  ""u  "'«  have  to  depend 

u«-llv  "ill,  .  d  von     e   irT"*  "  '  °'''""  ^°"  """-•  -  " 
.you  feel  the  placenta,  it  i,  „  „a»e  of  placenta 
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prsBvia.  If  you  cannot  reach  the  placenta  by  sweeping  your 
finger  round  the  lower  uterine  area,  it  will  be  a  case  of  acci- 
dental haemorrhage.  If  you  cannot  get  your  finger  in,  you 
cannot  be  absolutely  sure.  A  boggy,  thickened  feeling  in  one 
or  other  fornix  will  strongly  point  to  placenta  praevia,  but  this 
is  not  to  be  relieJ  upon.  Some  men  profess  to  be  able  to 
diagnose  placenta  praevia  by  abdominal  palpation  alone. 
Frankly  speaking,  I  may  say,  I  have  never  been  able  to  do 
so,  and  am  afraid  I  never  shall. 

Proijnosis. — It  is  a  dangerous  condition,  especially  for  the 
chHd.  The  central  variety  is  the  most  dangerous,  the  lateral 
less,  and  the  marginal  least.  Of  the  168  cases  already  referred 
to  37  died,  giving  a  mortality  of  22  per  cent.  This  is  a 
lower  mortahty  than  is  given  in  many  text-books.  It  includes 
cases  treated  between  1869  and  1898  inclusive.  In  the  in- 
door department,  between  the  years  1889  and  1898  inclusive, 
jf  the  45  cases  treated  6  died,  giving  a  mortality  of  a  little 
over  13  per  cent.  This  shows  a  considerable  improvement,  and 
it  must  be  borne  in  mind  that  a  large  number  of  these  cases 
come  to  the  hospital  after  they  have  lost  a  great  deal  of  blood. 
As  a  matter  of  fact  some  of  them  were  moribund.  Of  150 
cases  collected  from  the  hospital  records,  going  back  for 
twenty-five  years,  and  those  I  have  had  in  private,  40  were 
complete,  and  110  partial,  /'./'.,  lateral  and  marginal.  Of  the 
40  complete  7  died,  equal  to  a  percentage  of  17i.  Of  the 
110  partial  13  died,  or  11*8  per  cent.  The  average  over  all 
was  13/j  per  cent.  In  looking  more  fully  into  the  cases,  how- 
ever, it  is  seen  that  of  the  50  treated  from  twenty-five  to 
fifteen  years  ago  28  per  cent,  died,  while  the  remaining  100 
cases,  which  include  my  private  ones  and  were  treated  within 
recent  years,  give  a  percentage  of  6.  Even  "^-^tter  results  than 
this  should  be  got,  if  you  get  the  cases  early,  and  treat  them 
properly. 

''^he  prognosis  for  the  child  is  very  grave.     In  the  series  ot 
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150  oases  referred  to  there  were  3  cases  of  twins,  and  of  the 
153  children  91  were  bora  dead,  while  a  good  many  of  those 
born  ahve  only  survived  a  short  .ime.  Fully  60  per  cent  of  the 
children  are  usually  lost  at  the  titne  of  labour,  while  some  of 
them  are  too  premature  to  live  any  length  of  time. 

T/ea/wcn/.— Palliative  treatment  should  be  tried  when  the 
haemorrhage  is  slight,  more  especiaUy  if  it  is  before  the  child  is 
viable.  You  may  be  able  to  tide  the  patient  over  for  a  time 
until  the  child  has  sufficiently  developed  to  be  viable.  Should 
the  haemorrhage  recur,  active  treatment  should  be  adopted  in 
the  interest  of  the  mother.  Remember  that  the  mother's 
interest  is  paramount. 

Palliative  treatment  consists  in  keeping  the  patient  at  absolute 
rest  m  bed,  under  an  opiate,  if  necessary.  The  bowels  should 
be  gently  moved,  and  the  diet  carefully  regulated.  Hemostatic 
drugs.  locaUy  or  internally,  are  of  no  use.  In  hospital  one 
has  a  chance  of  keeping  the  patient  going  for  a  little  without 
much  nsk,  as  she  is  continually  under  observation,  and  if  the 
haemorrhage  recurs,  measures  can  be  taken  at  once 

With  private  patients  you  must  impress  upon  their  friends 
the  importance  of  sending  for  you  at  once,  if  there  is  any 
bleeding.  I  know  of  one  case  where,  in  spite  of  the  strictest 
warning,  a  patient  was  allowed  to  bleed  for  several  hours  before 
assistance  was  sent  for.  Her  life  was  lost,  as  she  was  mori- 
bund when  we  reached  her.  Women  are  so  accustomed  to 
l08ing  large  quantities  of  blood  at  stated  periods  that  they 
are  not  easily  alarmed,  so  you  must  make  it  plain  that  vou 
are  to  be  called  immediately,  if  the  bleeding  recurs 

If  the  bleeding  has  recurred,  or  if  the  first  attack  is  a  severe 
oue,   active  measures  must   be  adopted.     What  we  wish   to 

c"r'  ;?/riV*°t''*'''""°"'^^^^  c^i  todiktethe 

where  the  cervix  is  not  dilated.     The  best  thing  to  do  then 
.8  to  plug  the  vagina  thoroughly,  pushing  a  little  of  the  gauze 
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into  the  cervix,  if  it  will  admit  it.  This  must  of  course  be  done 
with  aseptic  precautions.  Iodoform  gau/e  or  ii  kite-tailed  plug 
may  be  used.  The  pressure  exerted  by  the  plug  stops  the 
bleeding,  while  at  the  same  time  uterine  contractions  are  set 
up,  and  dilatation  of  the  cervix  caused.  If  the  plug  is  properly 
inserted,  there  should  be  no  bleeding.  The  patient  must  he 
watched.  In  six  or  eight  hours  the  plug  should  be  removed, 
and  if  the  cervix  is  sufficiently  dilated  to  admit  two  fingers, 
bipolar  version  should  be  done,  if  it  is  a  vertex  or  transverse 
presentation,  and  a  leg  brought  down.  If  the  cervix  is  not 
dilated,  insert  another  plug  and  wait.  When  the  leg  is  once 
got  down,  the  breech  is  gently  drawn  into  the  cervical  canal, 
and  it  acts  as  the  best  possible  plug  and  dilator.  Wait  until 
uterine  action  expels  the  breech.  Massaging  the  uterus  through 
the  abdominal  wall  will  assist  this.  Turning  partially  empties 
the  uterus  and  allows  of  retraction  taking  place,  so  that  the 
uterine  arteries  are  partially  closed  and  the  bleeding  lessened 
in  that  way.  When  the  body  is  expelled,  beware  of  delivering 
the  head  too  quickly.  If  the  cervix  grasps  the  neck,  wait. 
The  child  will  probably  be  sacrificed,  but  at  the  best  its  chances 
are  small,  so  that  no  risk  to  the  mother  should  be  run  for 
the  sake  of  a  weakly,  premature  child.  If  you  drag  tlie  head 
through  and  tear  the  cervix,  you  will  probal)ly  lose  the  mother 
from  uncontrollable  haemorrhage.  .\  torn  cervix  is  a  dangerous 
complication  in  an  ordinary  labour,  but  with  placenta  prtevia 
it  is  much  more  so.  As  soon  as  the  child  is  born  the  uterus 
must  i)e  firmly  kneaded.  The  placenta  will  usually  be  quickly 
expelled,  but  if  it  does  not  come  away  and  there  is  bleeding 
going  on,  introduce  your  hand  and  remove  it.  A  hypodermic 
injection  of  ergotin  should  be  given  at  once.  A  hot  douche  is 
usually  given,  but  its  action  in  these  cases  is  not  so  beneficial 
as  in  ordm&ry  post-part  Km  hannorrhage.  The  placental  sinuses 
are  in  the  lower  uterine  segment,  which  at  first  lies  more 
or  less  open  in  the  top  of  the  vagina  until  the  cervix  regains 
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tone  and  contracts,  and  the  stream  of  fluid  .,iay  very  eaaily 
wash  the  clots  out  of  the  mouths  of  the  vessels.     I  have  seen 
this  occur  more  than  ouce.     If  suprarenal  extract  is  added  to 
the  douche  the  styptic  action  will  uoviate  this  risk      If  tlie 
douche  does  not  quickly  check  the  bleeding,  at  once,  introduce 
your  hand  into  the  vagina,  and  fir.nly  con.press  the  uterus  and 
cervix  between  it  and  the  other  hand  over  the  aWomen      This 
can  only  be  used  as  a  temporary  expedient.     If  vou  feel  that 
the  cervix  is  torn,  it  should  be  stitched  in  the  wav  described 
on  page  457.     If  you  cannot  stitch  it,  or  if  it  is  not  torn   the 
uterine  cavity,  cervix  and   vagina  should  be   hrmlv  plugged 
In  cases  where  the  bleeding  is  severe  and  the  cei'vix  dilated 
suflic.ently  to  allow  of  bipolar  version,  do  it  at  once  without 
resorting  to  the  vaginal  plug.     If  you  cannot  manage  to  do 
bipolar,  do  podalic  version,  dilating    the  cervix    by  means   of 
bags,  or  manually,  until  the  hand  will  puss.     Deliver  with  the 
precautions  I  have  jist  indicated. 

For  artificial  diUiation  Barnes'  or  Champetier  de  Kibes'  bags 
are  very  useful,  and  they  may  be  used  instead  of  the  vaginal 
r't.  r"  *'''  '"«'^'«-^"««  I'ave  been  ruptured,  Champetier 
de  Ribes  bag  is  very  useful.  If  the  vertex  presents,  forceps 
should  be  used,  as  turning  will  probably  be  no  longer  possible 

In  cases  where  the  cervix  is  fully  dilated  and  the  head 
presents,  you  may  use  forceps  instead  of  tuinin- 

Rupturing  the  membranes  has  been  advocated,  but  it  is 
not  a  good  method,  excepr  i„  the  marginal  variety,  when  it 
may  suffice  if  the  os  is  partially  dilated.  In  such  a  case  the 
.leedmg  will  be  ciiecked  by  the  presenting  part  being  jammed 
aown,  but  ddatation  will  b.  slow  and  subse.juent  podalic 
version  rendered  difficult  or  impossible,  while  bipolar  ersion 
will   be  out  of  the  question. 

The   ueatment  of  the   central  variety  does  not  differ  from 

bat  of  the  others,  except  that  in  turning  by  the  bipolar  method 

the   loot   must    be    brought  down  thro;igh   the  centre   of   the 
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placenta,  and  in  doing  podalio  version  the  hand  must  be  passed 
through  the  centre  of  the  placenta,  if  it  cannot  be  got  round 
the  edge  of  it. 

Sir  Jame8  Y.  Simpson  advocated  stripping  off  the  placenta 
completely.  Barnes  advocates  stripping  off  the  prsevial  portion. 
This  tends  to  favour  dilatation  and  checks  the  bleeding,  but  it 
lessens  the  child's  chances.     It  is  useful  in  some  cases. 

In  any  case,  if  the  patient  is  very  much  collapsed,  give  her  a 
saline  injection  before  or  after  delivery  and  stimulate  her  freely. 
In  all  cases  be  prepared  to  deal  with  post-partum  haemorrhage. 

In  recent  years  Gaasarian  section,  Porro's  operation,  or  total 
extirpation  of  the  uterus  has  been  advocated.  In  this  country 
the  late  Lawson  Tait  was  the  first  to  strongly  advocate  this 
method.  He  did  a  Porro  and  saved  both  mother  and  child. 
Tait  was  undoubtedly  a  brilliant  operating  surgeon,  but  the  men 
who  have  to  treat  cases  of  placenta  praevia  are  unfortunately 
not  all  Taits.  In  reporting  his  case,  he  stated  that  the  death 
rate  from  placenta  praevia  treated  in  the  ordinary  way  was 
50  per  cent.  If  that  was  his  experience,  it  was  high  time  to 
adopt  some  other  method. 

In  the  American  Oyncecological  and  Obstetrical  Journal  for 
October,  1901,  E.  Gustav  Zinke,  M.D.,  Professor  of  Obstetrics 
and  Clinical  Midwifery  in  the  Medical  College  of  Ohio,  strongly 
advocates  the  proceeding,  and  in  support  of  his  opinions  quotes 
all  the  cases  which  have  been  reported  up  to  the  present.  Of 
the  eight  oases  six  were  subjected  to  Caesarian  section  and  two 
to  Porro's  operation.  Of  these  five  mothers  were  saved  and 
six  children.  Of  the  three  mothers  lost  he  maintains  that  two 
of  them  were  hopeless  when  operated  upon,  and  therefore 
should  not  be  counted.  Even  allowing  this,  I  fail  to  see  thai 
17  per  cent,  can  be  favourably  compared  with  what  is  the  true 
death  rate,  viz.,  about  5  per  cent.  I  am  perfectly  willing  to 
admit  that  more  children  will  be  saved  by  the  operation,  but 
this  is  the  only  thing  that  can  be  said  in  its  favour.     As  the 
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vast  majority  of  the  children  are  premature  their  chances  of 
surviving  are  at  the  best  not  very  brilliant,  and  for  the  sake  of 
the  child  the  mother  should  not  be  subjected  to  any  extra  risk. 
In  the  hands  of  brilliant  operators  like  the  late  Lawson  Tait 
the  results  would  no  doubt  be  good,  but  I  do  not  think  they 
would  ever  be  as  good  as  can  be  got  by  proper  treatment  in  the 
ordinary  way,  and  it  must  be  borne  in  mind  that  the  men  who 
have  to  treat  these  cases  are  not  usually  accustomed  to 
doing  abdominal  sections.  I  therefore  have  no  hesitation  in 
condemning  the  operation. 


CHAPTER  XVIII. 
POST-PARTUM  HiKMORRHAGK. 

Source  of  the  Hteniorrhage— Causes  ol  the  Atonic  Variety — Varieties — 
Primary  and  Senondary— DiagnosiM — Prognosis— Treatment — How  to 
Give  an  Intra-uterine  Douche — Method  of  Plugging  the  Uterus — 
Method  of  Giving  a  Saline  Injection  —  Traumatic  Post-partuni 
Hemorrhage. 

Haemorrhages  of  the  Puerperium — Secondary  Post-partum  Hwmorrhage 
— Cases— Hnematoma — Deciduoma  Malignum. 


.As  the  name  implies  this  form  of  haemorrhage  occurs  after  the 
birth  of  the  child.  The  placenta  may  or  may  not  have  l)een 
expelled.  When  the  placenta  is  still  in  the  uterus  it  will 
usually  be  found  to  be  partly  adherent. 

Source  of  the  Haemorrhage. — It  is  usually  from  the  pla- 
cental site,  but  occasionally  from  a  lacerated  Cc      x  or  vagina. 

Nature's  method  of  checking  hujmon'liage  .  iv  the  child  is 
l)orn  is  by  the  contraction  and  retraction  of  tuj  uterine  muscle. 
If  you  place  your  hand  on  the  abdomen  m  an  ordinary  case 
during  or  after  the  third  stage,  you  will  feel  the  uterus  harden 
during  a  pain,  but  in  a  short  time  you  will  distinctly  feel  it 
soften  under  your  hand  when  the  pain  has  passed  off.  In  an 
ordinary  case  practically  no  bleeding  will  occur  during  the 
relaxed  cc  iitian.  This  is  due  to  the  retraction  of  the  muscln 
fibres  closing  the  vessels,  aad  also  to  the  clotting  iu  the  mouths 
of  them.  In  the  great  majority  of  cases  the  htemorrhage  is  duo 
to  a  want  of  contraction,  and  especially  of  retraction  of  tin- 
uterine  muscular  fibres.     This  may  be  known  as   the  atonic 
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form,  while  iu  thuti»  caiteM  where  it  uumeH  from  »  laceration  it 
may  be  known  as  traumatic.  In  the  latter  form  contraction 
and  retraction  will  not  check  it. 

Causes  of  the  Atonic  Variety.— 1.  The  commonest  cause 
of  all  is  uterine  inertia,  which  may  arise  (a)  from  the  exhaustion 
of  a  too  proloHKed  labour ;  (A)  from  previous  overdistention  by 
a  multiple  pregnancy,  hydramnios,  etc. ;  (t)  from  frequent 
pregnancies  closely  following  each  other  ;  (d)  from  a  weak  state 
from  serious  constitutional  disease  ;  (e)  from  too  rapid  delivery. 

2.  Large  placental  site  in  cases  o(  twins  or  triplets,  and  in 
such  cases  the  overdistention  is  another  factor. 

^^.  Retention  of  clots  or  pieces  of  placenta  or  membmaes. 

4.  Partially  adherent  placenta?. 

6.  Previous  hu«raon-hage  in  cases  of  placenta  prtevia  or 
accidental  hiemorrhage. 

<i.  Hiriuorrhagic  diathesis  as  from  hiemophiUa,  purpura 
hteniorrhagica,  anit'inia,  etc.  Measles  is  said  to  predispose 
to  this. 

7.  Diseases  of  the  uterine  walls,  such  as  fibroids,  etc. 
Varieties— Primary  and  Secondary. — The  primary  occurs 

within  an  hour  or  so  of  delivery,  while  the  secondary  may 
occur  any  lime  later  during  the  puerperiuni.  The  primary 
may  l)e  su^xlivi{led  into  external  and  concealed.  The  latter 
is  rare. 

Siijii>i  and  S I/, upttms. —The  patient's  pulse  becomes  very  (juick 
and  feeble,  and  she  collapses  and  may  faint.  The  uterus  will 
1)6  felt  to  be  flabby,  and  there  will  usually  be  a  great  gush 
of  blood  from  the  vagina.  In  a  few  cases  the  external  loss 
is  triflint,'.  The  uterus  will  then  be  felt  to  be  much  larger  than 
it  should  be.  The  patient  will  show  all  the  signs  of  collapse. 
In  any  case  -^i.ortly  after  or  during  the  third  stage  of  lal)our, 
if  the  pulse  suddenly  becomes  very  quick,  at  once  examine 
to  see  if  there  is  any  indication  of  hsemorrhage  externally  or 
concealed. 
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DiapW'K  -—A  quickened  pulse,  indieations  of  oollapae,  u 
flabby  ut  .ub,  and.  usually,  a  great  gtwb  of  blood,  make  the 
diagnosis  oasy 

Proynosu  't  is  a  very  grave  condition,  biit  with  prompt 
and  pro(      uu..   nent  the  majority  should  he  sa     I 

Tnn^y  ,(.  /  ophyldctic. — If  a  patient  has  in  foriiuer  liihoiirH 
sufferec.  i'lcfi'  in  rtia  uteri  and  hiemon-hage,  fo;    rhe  last  few 

weeks  '     j.- is  icy  shfj  should  take  smitH  do»e>*  of   erf^ot, 

strychnia     "  i'    .iOn.     'thiH  will  tone  up  the  uterine  muscle, 
and  prob  •    v  iu^\   .      ■■'     partum  hiernorrhage. 

In  V'  ,  v  '■  I  .ibour  he  allowed  to  dragon  indefinitel\ 
until  the  ■  torini  r.  cle  is  thoroughly  worn  out.  Timely  and 
proper  u'-  o'  tiw  ..i.'^ps  is  one  of  the  best  preventatives  we 
have.  If  in  the  second  stage  the  uterine  pains  are  ''■  — ^'"ntr, 
do  not  wait,  but  put  on  forceps.  Always  deliver  slowly  and 
keep  the  uterus  firmly  pressed  down  against  the  body  as  it  is 
expelled.  Keep  your  hand  on  the  uterus,  and  keep  up  gentle 
friction  so  as  to  stimulate  its  contractions.  Never  be  in  m 
hurry  to  express  the  placenta  from  the  uterus  unless  there  is  a 
reason  for  doing  so,  but  as  soon  as  it  slips  into  the  vagina  oxpel 
it.  Forcible  expression  of  the  placenta  immediately  after  tln' 
child  is  born  is  bad  practice.  This  is  not  Nature's  method. 
After  the  placenta  is  expelled  the  hand  should  be  kept  on  the 
uterus  for  some  minutes  until  it  is  firmly  retracted.  It  tlie 
third  stage  is  properly  conducted,  post-partum  hccniorrhage  can 
be  largely  prevented. 

In  cases  where  the  hajmorrhage  comes  on  before  the  plaeentu 
is  expelled,  try  at  once  to  express  it  by  Crede's  method  after 
firmly  kneading  the  uterus.  If  you  cannot  mana^'e  this  do 
not  wait,  but  introduce  your  hand  and  remove  the  placeina 
and  clots.  Pool  the  placenta  oif,  if  it  is  adherent,  and  make 
sure  you  get  it  and  the  membranes  completely  away.  KnenJ 
the  uterus  down  firmly  on  your  closed  hand,  retained  in  tl'e 
cavity,  or  oompress  the  uterus  firmly  between  one  hand  in  the 
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vagitM  and  the  other  over  the  abdomen,  This  latter  method 
it  especially  useful  in  cases  following  placenta  prtevia,  as  it 
firmly  compresHes  the  lower  uterine  segment,  from  which  the 
bleeding  is  coming.  A  hot  intra-uterine  douche  (120  F.) 
Hhould  then  l>e  given  and  ergotin  hyptxlermically.  Ergot  by 
the  mouth  doe>»  not  act  quickly  enough,  but  it  is  of  use  for 
keeping  up  the  contractions  later  on.  Active  compression  and 
friction  roust  bo  kept  up  all  th«  time  until  the  uterus  gets 
firmly  retracted.  After  an  hoar  or  su  a  firm  binder  may  be 
put  on,  but,  if  there  is  any  indication  of  relaxation,  do  not  trust 
to  anything  except  youi  hand. 

Injections  of  cold  water  were  formerly  used,  or  pieces  of  ice 
plttied  in  the  uterus.     The  hot  wa*er  is  much  better,  but  it 


Kio.  8.— \Vfl»Hter'H  iuira-uteriiie  glatiH  untizlc. 

must  l)e  used  at  120'  F. — that  in.  just  as  hot  as  vou  can  bear 
your  Imnd  in.  It  is  (.omforting  to  the  ))atient,  and  does  not 
cause  any  shock  as  cold  would   \^e  apt  to  do. 

How  to  give  an  Intra-uterine  Douche. — A  .ntinuous 
rtow  should  be  used ;  not  an  intermittent  one,  as  from  a 
Hig^inson's  syrin^'e.  There  are  various  iorms  of  douctie  cans 
— metal,  glass,  and  rubber.  In  hospital  a  large  glass  one, 
which  will  hold  one  or  two  galloi  ,,  i  the  most  useful.  The 
handiest  form.  I  find  for  private  vvcrk,  s  a  rul)ber  has  on.-  with 
a  valve  at  the  top.  When  full,  it  c:»n  be  allowed  to  lie  on  its 
side  without  any  fluid  running  out.  i'  uolds  5  pints,  or  100 
o/.,  HO  that  1  oz.  of  lysol  or  crei  lin  added  makes  a  1  per 
oent.  solution.  The  best  form  of  no  le  to  use  is  a  long  curved 
grooved  glass  one  (fig.  8).     It  1  ve-   a  gcxi  flow,  and  insures 
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the  return  of  the  fluid.  This  form  can  very  easily  be  intro- 
duced into  the  uterine  cavity  without  passing  the  fingers  into 
the  vagina.  This  is  of  importance,  as  the  risk  of  carrying  in 
septic  material  is  thus  lessened.  Bozeman's  double  nozzle 
does  not  give  nearly  so  good  a  flow,  and  it  cannot  be  used  with 
corrosive  without  blackening  it.  I  strongly  recommend  the 
glass  one.  It  is  very  cheap,  can  be  made  absolutely  sterile 
by  boiling,  there  are  no  joints,  etc.,  in  it  to  conceal  dirt.  It 
is  not  easily  broken.  If  a  short  piece  of  rubber  tubing  is 
attached  to  the  nozzle,  it  can  he  boiled  along  with  it  before 
using,  so  that  the  part  which  is  grasped  is  aseptic. 

There  are  two  positions  in  which  a  patient  can  be  douched — 
on  her  left  side  or  on  her  back.  The  latter  is  by  far  the  better. 
Her  hips  should  be  well  over  the  edge  of  the  bed,  so  that  the 
fluid  will  run  off  the  mackintosh  into  a  bath.  If  you  have  no 
assistance,  you  can  place  two  chairs  for  her  to  rest  her  feet  on 
their  backs  ;  or,  if  she  Las  stockings  on,  get  her  to  grasp  the 
top  of  each,  and  hold  the  legs  up  herself.  This  gives  her 
something  to  do,  and  will  keep  her  attention  away  from  what 
you  are  doing.  The  external  parts  should  first  be  cleansed, 
and  then  the  vagina  douched  out,  before  the  nozzle  is  passed  on 
into  the  uterus.  Always  use  plenty  of  fluid.  If  you  are  usin^' 
corrosive  sublimate,  end  up  with  boiled  water,  to  wash  out 
as  much  of  the  albuminate  of  mercury  as  possible.  Immedi- 
ately after  labour,  when  a  douche  is  necessary,  there  is  nothing 
better  than  boiled  water,  provided  the  labour  has  been  con- 
ducted on  aseptic  principles.  An  intra-uterine  douche  must 
be  looked  upon  in  the  light  of  an  operation,  which  must  be 
done  with  the  utmost  care.  A  nurse  should  never  be  allowed 
to  give  it. 

To  return  to  the  consideration  of  haemorrhage.  If  it  should 
continue  in  spite  of  douching,  etc.,  there  are  two  other  methods 
which  may  be  adopts!,  viz.,  the  injection  of  a  styptic  and 
plugging.     Thj  use  of  iierchloride  of  iron  as  a  styptic  was 
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Strongly  advocated   by  Barnes.     He  recommended  the  injec- 
tion of  u  few   ounces  of  li<].    ferri   perchlor.    (B.P.)   into   the 
uterine   cavity   after  clearing  all  the  clots  out.      The   strong 
liquor  may  be  used   by  adding  enough   to  water  to  make  a 
sherry-coloured  fluid.     Besides  its  astringent  action  it  irritates 
the  uterine  muscle  and  causes  contractions.    There  is  no  doubt 
of  its  powerful  haemostatic  action,  but  it  has  the  gi-eat  draw- 
back that  it  causes  a  certain  amount  of  superficial  necrosis,  and 
this  necrosed  tissue  has  to  separate  and  come  away.     Necrosed 
tissue  lying  in  the  uterus  is  always  a  source  of  danger  to  a 
woman,  and  markedly  so  to  one  who  has  had  a  severe  htemor- 
rhage.     The  danger  of  septic  absorption  after  hipinorrhage  is 
very  great.     If  iron  is  used  the  uterus  should  he  thoroughly 
douched  out  next  day.     Fortunately  we  now  possess  a  drug 
which  has  quite  as  powerful  a  haemostatic  action  as  iron,  and 
it  has  the  great  advantage  of  not  causing  necrosis  of  the  tissues. 
I  mean  suprarenal  extract.     I  have  used  it  in  the  tabloid  form. 
A  drachm  of  the  crushed  \  .  oloids  is  boiled  for  three  minutes  and 
sufficient  sterilised  water  added  to  form  2  pints     The  uterus 
is  then  douched  out  with  this.     The  liquid  preparations  could 
1)6  used  in  the  same  way,  and,  as  they  are  sterile,  boiling  would 
not  be  necessary.     I  do  not  recommend  the  use  of  iron,  and  if 
you  should  not  have  suprarenal  extract  at  hand,  or  if  it  should 
fail,  plugging  should  be  resorted  to.      loiloforin  gauze  makes 
the  best  plug,  but  lint,  bandages,  or  strips  of  rag  may  be  used, 
provided  the    material  is  aseptic.       This  can   be  ensured   by 
l)oiling.     A  speculum,  forceps  to  grasp  and  steady  the  cervix, 
and  a  pair  of  uterine  forceps,  facilitate  the  plugging  ;  but  if  they 
are  not  at  hand  you  can  do  without  them,  only  you  must  have 
something  with  which  to  pack   the  material  into  the  uterus. 
The  douche  nozzle,  long  silver  catheter,  or  a  sound  will  do. 
Long  strips  of  the  material  must  be  pushed  right  up  to  the  fundus 
until  the  cavity  is  packed.     Always  leave  the  end  of  the  strip 
in  the  vagina.     After  the  uterine  cavity  is  full,  plug  the  vagina 
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firmly,  then  put  on  a  firm  binder.  The  pluj^  should  be  removed 
in  twelve  hours  or  so  and  the  uterus  thoroughly  washed  out 
with  an  antiseptic.  The  mouths  of  the  vessels  will  he  sealed 
up  by  that  time.  The  three  foUowinj?  cases  may  be  taken  as 
illustrative.  The  first  case  was  one  of  post-partum  hajmorrhage 
after  accidental  haemorrhage.  In  spite  of  a  copious  hot  douche, 
ergotin  hypodermically,  and  friction  over  the  uterus,  there  was 
considerable  oozing.  I  plugged  the  cavity  of  the  uterus  and 
the  vagina  firmly  with  aseptic  lint,  and  on  removing  it  twelve 
hours  later  there  was  no  bleeding.  She  made  an  uninterrupted 
recovery.  The  second  case  was  one  of  post-partum  haemor- 
rhage after  a  very  difficult  delivery  through  a  contracted  pelvis. 
She  was  pulseless,  and  required  an  injection  of  3  pints  of 
saline  fluid,  but  the  plug  completely  checked  the  haemorrhage. 
In  the  third  case,  after  accidental  haemorrhage,  it  did  not  do 
so  well,  as  I  had  not  sufficient  material  to  fill  the  uterine 
cavity  completely.  There  was  considerable  loss  a  few  hours 
later,  and  a  saline  injection  had  to  be  resorted  to.  The  plugging 
failed,  because  it  had  not  been  done  thoroughly.  The  patient, 
however,  made  a  good  recovery. 

If  the  patient  has  lost  much  blood,  she  will  be  in  a  collapsed 
condition,  and  this  must  be  seen  to  at  once.  When  much  blood 
is  suddenly  lost  from  any  cause,  the  vessels  do  not  have  time  to 
contract  to  accommodate  themselves  to  the  new  conditions  of 
things,  and  the  remaining  blood  tends  to  stagnate,  as  it  were, 
in  the  large  dependent  veins.  It  is  not  properly  returned  to 
the  heart,  and  the  brain  suffers  from  anaemia.  The  heart 
becomes  atfected,  because  it  has  not  sufficient  fluid  to  contract 
on.  We  have  then  to  stimulate  the  heart,  get  as  much  blood 
sent  to  the  brain  as  possible,  and  increase  the  volume  of  fluid 
in  the  vessels. 

To  stimulate  the  heart,  hypodermic  injections  of  stiychninn, 
ether,  or  brandy  should  be  given,  and  hot  fomentations  applied 
over  the  pericardium.     A  rectal  injf^ction  of  whiskv  and  watei', 
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2  oz.  of  each,  ia  very  useful.  It  seems  to  cause  uterine  cou. 
tractions,  and  is  thus  useful  in  two  ways.  The  antemia  of 
the  l)rain  can  be  relieved  by  lowering  the  patient's  head  and 
raising  the  foot  of  the  l)ed.  Bandaging  the  legs  and  arms  is 
also  useful.  If  the  patient  can  retain  fluids  she  should  be  given 
stimulant  by  the  mouth  frequently.  Copious  warm  drinks  of 
tea,  milk,  beef-tea,  etc.,  are  all  useful.  Her  warmth  should  be 
kept  up  by  means  of  hot-water  bottles. 

The  best  method  of  increasing  the  amount  of  fluid  in  the 
vessels  is  by  the  injection  of  a  sahne  solution  (1  dr.  of 
common  salt  to  a  pint  of  steriHsed  water  at  the  temperature 
of  100° F.).  This  may  be  done  into  the  rectum,  under  the  skin 
into  the  cellular  tissues,  or  directly  into  a  vein.  The  rectal 
injection  is  the  simplest  and  easiest,  and  is  very  useful,  if  the 
case  is  not  very  urgent.  The  absorption  is  slow,  and  often  the 
rectum  will  not  retain  the  fluid.  I  have  tried  all  three,  and 
from  experience  can  unhesitatingly  say  that  the  intercellular 
method  is  the  best  01  all. 

Method  of  giving  a  Saline  Injection.— The  apparatus 
made  for  me  by  Messrs.  Gardner  &  Sons  consists  of  an  aspira- 
toi  i>ocar  and  canula,  several  feet  of  rubber  tubing,  and  a  2  oz. 
filler  fitted  in  a  metal  box.  The  whole  can  be  sterilised  by  boil- 
mg.  The  injection  can  be  made  into  any  part  of  the  body  where 
the  tissues  are  lax.  Under  the  edge  of  the  breast  or  into  the 
alxloniinal  wall  is  a  suitable  place.  The  skin  should  be  ren- 
dered aseptic.  Expel  all  air  from  the  apparatus  by  niuning 
some  fluid  through  the  canula  before  pushing  the  trocar  home 
in  its  canula.  When  the  puncture  is  made,  withdraw  the  trocar, 
and  raise  the  filler  several  feet.  If  the  fluid  does  not  flovv 
freely,  move  the  canula  about  a  httle  to  clear  its  point.  A  pint 
can  be  injected  in  four  or  five  minutes.  If  the  tissues  are  at 
all  lax  a  couple  or  even  3  pints  can  be  used.  If  more  is 
required  another  puncture  can  be  made.  A  strip  of  adhesive 
plaster  should  be  placed  over  the  small  woun'^,.     Absorption 
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hiegiDs  at  once  and  the  tension  in  the  part  will  be  quickly 
relieved.  When  injected  into  the  axilla  there  will  be  some 
pain  and  numbness  in  the  arm  from  pressure  on  the  nerves, 
hut  this  is  quickly  relieved.  If  strict  aseptic  pi'ecautions  are 
taken,  there  is  no  rip/c  of  an  abscess  forming. 

The  after-treatment  of  a  bad  case  of  hsemorrhage  consists  in 
j^iving  tho  patient  plenty  of  fluid  and  stimulating  nourishment. 


Fig.  9. — Saline  infusion  apparatus. 

She  should  get  plenty  of  milk,  soups,  heef  extract,  or  beef-tea. 
etc.  Alcoholic  stimulants  should  l)e  given  so  long  as  the  pulse 
indicates  its  necessity.  For  drugs,  iron  alone,  or  combined  witli 
arsenic  or  quinine,  is  the  best.  As  these  cases  are  very  pron<' 
to  become  septic,  the  greatest  care  must  be  taken  to  prevent 
this,  and,  if  it  occurs,  you  must  lose  no  time  in  adopting  active 
measures  of  treatment. 
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Trauaaatic  Post-partum  Haemorrhage.— In  these  oases 
the  haemorrhage  comes  from  a  laceration  of  the  cervix,  vagina, 
perineum,  or  vulva.     These  lacerations  usually  occur  during 
difficult  labours,  but  it  is  possible  to  have  very  extensive  tears 
in  natural  deliveries      T.ie  worst  bilateral  laceration  of  the  cer- 
vix I  have  ever  seen,  occurred  in  a  primiparous  natural  labour. 
Fortunately  the  bleeding  was  not  very  severe.     I  had  to  put 
five  or  six  stitches  in  each  side  of  the  cervix  to  close  the  tears. 
The  cervix  is  sometimes  torn  in  forceps  delivery,  and  this  is 
apt  to  occur,  if  the  instruments  are  applied  before  the  os  is  fully 
dilated.     They  should  never  be  applied  before  full  dilatation  of 
the  08,  unless  delivery  is  urgently  required  in  the  interest  of  the 
mother.     Delivery  should  then  be  effected  slowly  and  with  the 
utmost  care.     Delivery  of  the  after-coming  head,  especially  in 
cases  of  placenta  praevia  or  of  accidental  haemorrhage,  is  apt  to 
tear  the  cervix,  unless  great  care  is  taken.     I  have  already 
referred  to  two  cases  of  this,  and  figure  10  is  a  drawing  made 
from  the  uterus  from  one  of  them,  a  case  of  placenta  prjevia, 
where  you  will  see  the  tear  extending  up  at  the  side  into  the 
body  of  the  uterus.    The  after-coming  head  was  dragged  through 
the  undilated  cervix,  and  you  see  what  happened. 

Lacerations  of  the  posterior  vaginal  wall  and  perineum 
usually  go  together.  You  hear  the  forceps  frequently  blamed 
for  this.  The  worst  tears  I  have  seen  have  been  in  cases 
where  forceps  were  not  used  at  all.  I  frequently  use  the 
forceps  to  save  the  perineum.  There  are  cases  where  lacera- 
tion of  the  perineum  cannot  be  avoided,  but  if  the  axis  traction 
forceps  are  used  carefully,  and  the  delivery  effected  slowV,, 
m  the  majority  of  cases,  if  there  be  any  tearing,  it  will  only 
be  slight. 

As  a  rule,  the  haemorrhage  from  vaginal  or  perineal  tears  is 
not  alarming. 

I  have  seen  considerable  haemorrhage  from  a  small  tear  in  the 
vestibule  fronj  one  of  the  venous  plexuses  having  been  injured. 
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Fm.  10.— Rupture  of  the  cervix  and  lower  uterine  segment,  n,  B'allopi.iu 
tube,  b,  Roiiud  ligament,  r,  Posterior  wall  of  i)lad(ler.  </.  AnU'iiir 
layer  of  broad  ligament.  e.  Posterior  layer  of  broad  liganu-iit, 
/,  United  layers  of  broad  ligament,    j/,  Os  externum.  f^\ 
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Diagnods  of  Traumatic  Post-partum  Hcemorrhane. — There 
will  be  external  bleeding  going  on  although  the  uterus  is  firmly 
retracted.  A  vaginal  examination  will  reveal  a  tear  in  the 
cervix,  vagina,  perineum,  or  vulva. 

Proymsis.— It  is  grave  when  the  cervix  is  Iwdly  toi-n,  and 
specially  so  if  it  has  been  a  case  of  placenta  prtevia. 

Treatment. — The  prophylactic  treatment  is  to  deliver  slowly 
and  with  great  care.     In  a  case  of  placenta  praevia,  do  not 
deliver  until  the  os  is  sufficiently  dilated  to  allow  of  the  head 
passing  easily.     If  the  hot  douche  fails  to  check  the  hjBmor- 
rhage  from  the  cervix,  you  must  stitch  it.     In  fact,  if  there  is 
much  laceration,  even  if  there  is  no  hsemorrhage,  you  should 
stitch.     The  cervix  can  easily  be  drawn  down  to  the  vulva  to 
enable  you  to  put  the  stitches  in.      If  you  see  any  spouting 
vessels  tie   them.     If  you  have  not   the   means   at   hand   for 
stitching,  you  nmst  then  trust  to  plugging,  but  this  is  not  as 
efhcient.    In  a  tear  like  that  in  figure  10,  stitching  of  the  vaginal 
portion  of  the  cervix  will  not  do.     The  only  hope  of  saWng 
the  woman  is  to  open  into  the  lateral  fornix  and  tie  the  uter- 
ine artery,  and  if  that  does  not  suffice,  extirpate  the  uterus 
completely. 

The  following  ciise    may    be  'taken    as  an   example.     The 
patient,  a  multipara  with  a  true  conjugate  of  3]  in.,  had  induc- 
tion of  labour  performed  at  seven  and  a  half  months.     The 
cervix  was  very  rigid  from  old  cicatricial  contraction  from  tears 
in   former  difficult  labours.      After  delivery  haemorrhage  con- 
tinued  in  spite  of   a  hot  douche  and   ergot  hypodermically. 
The  bleeding  came  from  a  tear  in  the  left  side  of  the  cervix. 
I  at  once  drew  the  cervix  down  and  put  six  catgut  stitches  into 
It.     This  completely  controlled  the  haemorrhage.      I  have  a^ain 
successfully  delivered  this  woman   by  induction.      Tlie  cervix 
did  not  tear  the  second  time. 

If  there  is  a  tear  in  the  vaginal  wall,  stitch  it  after  tying  any 
bleedmg  points  you  see.     A  cantinuous  suture  does  admirably. 
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I  need  hardly  say  that  a  torn  perineum,  whether  it  is  bleeding 
or  not,  should  always  be  stitched  at  once.  A  tear  in  the  vesti- 
bule must  be  treated  in  the  same  way.  It  is  very  easy  to 
conceal  the  fact  that  the  perineum  is  torn,  but  remember  that 
the  woman  will  become  painfully  aware  that  something  is 
wrong  after  she  gets  up,  and  she  will  not  bless  the  man  who 
has  left  her  in  such  a  condition.  I  have  heard  men  assert  that 
they  never  see  a  torn  perineum.  I  believe  them,  because  they 
never  examine  their  patients  after  the  child  is  born.  It  is  no 
disgrace  to  tear  a  perineum,  but  it  is  a  disgrace  not  to  stitch  it 
when  it  is  torn.  In  every  case,  even  in  normal  labours,  examine 
the  perineum  after  the  child  is  bom,  and  if  it  is  torn  half  an 
inch  or  more,  stitch  it.  The  deep  stitches  should  include  the 
whole  tear.  Silkworm  gut  makes  the  best  deep  stitches,  but 
catgut,  which  will  not  be  absorbed  for  six  or  eight  days,  does 
exceedingly  well,  and  has  the  advantage  of  not  requiring 
removal. 

If  the  patient  is  at  all  collapsed,  the  same  methods  of  stimu- 
lation, saline  injections,  etc.,  as  used  in  the  atonic  form  of 
haemorrhage  must  be  adopted. 

HEMORRHAGES   OF    THE    PUERPEKIUM. 

Secondary  Post-partum  Haemorrhage. — Secondary  post- 
partum haemorrhage  may  occur  any  time  during  the  puerperiuin. 

Came. — In  nearly  every  case  it  is  due  to  something  retained 
in  the  uterus,  such  as  a  piece  of  placenta  or  membrane,  a  clot, 
or  a  small  polypus.  Separation  of  a  clot  from  the  mouth  of  a 
torn  sinus  may  cause  it,  especially  after  placenta  praevia.  In 
a  good  many  cases  there  has  been  primary  post-partuin 
haemorrhage. 

The  .anount  of  blood  lost  at  one  time  may  not  be  very  great, 
lout  if  it  recurs  frequently  the  drain  upon  the  system  may  be 
very  great,  and  pernicious  anaemia  may  result. 
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The  sign*  and  symptoms  are  the  same  as  those  of  the 
primary  form.  It  is  apt  to  recur  unless  the  cause  of  it  is 
removed. 

Prot/nosis.~It  the  amount  lost  is  great  it  is  a  grave  condition, 
especially  if  there  has  been  ante-partuni,  or  primary  post- 
partum heemorrhage. 

TreatTnent.--'Ihe  best  prophylactic  treatment  is  to  thoroughly 
empty  the  uterus  at  the  time  of  labour,  and  see  that  it  is  firmly 
retracted  before  the  binder  is  put  on.     If  there  is  any  indica- 
tion of  relaxation,  ergot  should  be  given.     When  it  has  occurred, 
a  hot  douche  and  ergot  may  check  it,  and  cause  the  expulsion  of 
whatever  is  retained,  but  this  cannot  lie  relied   upon.     You 
should  thoroughly  explore  the  uterus   with  your  finger,  and 
remove  whatever  you  find.     If  you  cannot  clear  it  out  with 
jour  finger,  use  the  flushing  curette.     To  do  this  thoroughly 
chloroform  will  generally  be  necessary.     If  the  hot  douche  does 
not  check  the  haemorrhage,  plug  the  uterine  cavity  thoroughly. 
Put  the  patient  upon  ergot  and  strychnine.     Do  not  delay  in 
clearing  out  the  uterus,  as  repeated  haemorrhage  a  will  quickly 
exhaust  your  patient.     If  the  woman  is  septic  at  the  time,  there 
is  considerable  risk  of  further  absorption  taking  place  through 
the  freshly  opened  up  surfaces.     You  must  therefore  use  every 
precaution.      The  uterus  should  be  thoroughly  douched   out 
with  perchloride   of   mercury    before    attempting   to  remove 
anything. 

The  after-treatment  is  the  same  as  after  primary  hemorrhage. 

The  following  three  cases  may  be  taken  as  types.  The  first 
was  a  multipara,  seen  by  me  in  consultation  three  weeks  after 
delivery.  Her  own  medical  attendant  had  not  been  present  at 
the  labour,  but  the  man  who  attended  said  that  everything  had 
come  away.  She  had  severe  haemorrhages  several  times  during 
the  puerperiura.  Hot  douching  and  ergot  did  not  stop  them 
Her  temperature  had  not  been  very  high.  Under  chloroform  I 
found  there  was  a  piece  of  placenta  about  the  size  of  a  walnut 
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firmly  attaohed.  I  removed  this  with  a  flushing  oorette  and 
thoroughly  douched  out  the  uterus,  but  had  to  plug  with  iodo- 
form gauze  to  8top  the  hosmorrhage.  The  repeated  hsemor- 
rhageH  had  weakene(i  her  down  very  much.  Every  care  wuh 
taken  at  the  time  and  subsequently,  but  violent  sepsis  resulted 
and  she  died  a  few  days  later.  We  tried  antistreptoooooic 
serum,  but  without  any  lasting  benefit. 

The  second  case,  a  primipara,  was  admitted  to  the  Glasgow 
Maternity  Hospital  four  days  after  delivery.  She  had  been 
attended  by  a  midwife  who  thought  everything  had  come  away. 
Profuse  secondary  post-partum  haemorrhage  had  occurred  on 
the  third  day  of  the  puerperium.  On  admission  we  found  the 
patient  was  very  anaBmio.  She  had  great  oedema  of  the  legs  and 
body,  and  there  was  evidence  of  ascites.  The  urine  was  loaded 
with  albumin.  Her  temperature  was  raised,  and  pulse  quick 
and  feeble.  It  was  quite  evident  that  she  was  suffering  from 
sepsis.  After  douching  and  cleanni^.^  the  pails  as  thoroughly 
as  possible,  I  introduced  my  hand  and  removed  an  adherent 
piece  of  stinking  placenta.  As  I  anticipated,  the  operation  was 
followed  by  a  rise  of  temperature.  It  fell,  but  rose  again  in  a 
day  or  two.  As  the  case  was  one  of  septicaemia,  we  had  to 
send  her  out  of  the  hospital,  but  her  friends  refused  to  allow 
her  to  be  transfeiTed  to  Belvidere,  so  she  was  taken  home, 
where  she  died.  Both  of  these  cases  had  evidently  had  suc- 
centuriate  placentae,  and  a  detached  lobe  had  been  left  in  the 
uterus.  It  is  easy  to  blame  the  attendants,  but  it  is  very  diffi- 
cult to  recognise  this  condition  of  the  placenta,  unless  a  verj* 
close  examination  is  made.     Fortunately,  it  is  a  rare  condition. 

In  the  third  case,  the  patient  was  a  multipara,  attended  by 
a  nurse.  The  labour  and  puerperium  were  normal,  and  the 
patient  was  up  by  the  tenth  day.  Early  on  the  morning  of  the 
eleventh  day  she  had  a  violent  flooding,  and  I  was  sent  for.  I 
found  her  very  much  exhausted,  and  on  examining  found  the 
vagina  and  uterus  full  of  clot.     I  cleared  all  the  clot  out,  and 
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gave  a  very  hot  douche.  I  found  nothing  in  the  uterus  except 
clot.  She  was  put  on  ergot  and  nux  vomica.  There  was  no 
recurrence,  and  she  made  a  gooil  recovery. 

Haematoma — Hajmonhage  into  the  pelvic  tissuoB  may  take 
place  during  pregnancy,  as  we  have  ah-eady  seen.  It  may  also 
occur  at  the  time  of  labour,  or  very  shortly  after  the  child  is 
born.  In  such  a  case  the  vessel  is  torn  during  the  labour,  but 
the  condition  is  not  recognised  until  sutticient  blood  is  jwured 
out  to  form  a  swelling.  The  veins  in  the  broad  ligaments, 
vagina,  and  vulva  are  frequently  very  much  distended  or 
varicose  at  the  time  of  labour,  and  an  injury  to  any  of  them 
is  apt  to  cause  considerable  hiemorrhage.  Judging  from 
C^sarian  sectioti^,  the  varicosity  of  the  veins  in  the  l)road 
ligaments  is  an  exceedingly  common  condition.  In  all  my 
cases  this  condition  has  been  marked. 

When  a  vessel  deep  in  the  tissues  is  opened  into,  blood  will 
1)6  |)oured  out.  The  amount  will  of  course  depend  upon  the 
size  of  the  vessel,  and  also  upon  the  laxity  of  the  tissues.  The 
blood  makes  its  way  towards  the  most  dependent  part,  and  if 
it  comes  near  the  surface  you  have  tbe  skin  becoming  black. 
If  the  haemorrhage  is  very  great  the  patient  may  collapse,  but, 
as  a  rule,  the  pressure  of  tlie  sunounding  tissues  will  check  it 
l)efore  this  happens. 

Siijns  and  Sy7iij)tom.s. —Unless  the  hajmorrhage  is  very  gi-eat 
there  will  not  be  any  indications  of  collapse.  The  patient  will 
usually  complain  of  a  bearing-down  feeliny,  as  if  there  were 
something  to  come  away  from  her. 

Diagnosis.— X  vaginal  examination  will  reveal  a  somewhat 
fluctuating  swelling  in  the  pelvis.  If  it  is  in  the  broad  liga- 
ment, it  will  be  to  one  or  other  side  of  the  uterus,  but  it  will 
frequently  be  felt  in  the  side  or  back  wall  of  the  vagina,  fn 
many  cases  in  a  few  hours  you  will  see  the  black  discoloration 
of  the  skin  of  the  buttock. 

Prnfinf»,l..s. —It  is  not  likely  to  prove  fatal,  unless  it  becomes 
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Mptio,  «nd  ertn  then  prompt  evaouation  of  the  dot  end  free 
drainage  should  save  the  patient's  life.  In  some  cases,  when 
in  the  broad  ligament,  it  might  burst  into  the  peritoneal  cavity, 
and  cause  her  death. 

Treatment. — Stimulate  the  patient  if  she  i-uquires  it,  and 
try  to  get  the  effusion  absorbed  as  quiclcly  an  possible.  Try 
to  prevent  her  becoming  septic.  If  the  clot  becomes  septic, 
her  temperature  will  rise  and  rigors  oomo  on.  It  must  \vi  at 
once  freely  incised  and  cleared  out.  The  cavity  should  be 
plugged  with  iodoform  gauze.  Sometimes  the  skin  or  mucous 
membrane  covering  it  shows  indications  of  sloughing.  In  Kuch 
a  case  a  free  incision  should  be  made  at  once. 

The  following  is  a  typical  case.  The  patient,  a  multipara, 
was  delivered  of  a  child  by  the  breech  in  the  afternoon.  The 
midwife,  in  her  endeavours  to  get  the  child  through  alive,  tore 
the  perineum  badly.  Several  hours  later  I  was  sent  for,  as  the 
woman  was  very  weak  and  complained  of  great  bearing-down, 
as  if  there  were  something  to  come  away.  From  the  history 
I  thought  it  might  be  an  inversion  of  the  uterus.  I  found 
the  uterus  was  in  position,  but  the  right  side  of  the  vagina 
was  bulged  inwards  by  a  large  semifluctuant  tumour,  which 
I  diagnosed  to  be  a  hiematoma.  I  gave  her  a  thorough 
douching  and  stitched  the  perineum.  Next  day  the  right  side 
of  the  vulva  and  the  right  buttock  were  quite  black. 

The  dot  remained  aseptic,  and  in  about  three  weeks  it  was 
nearly  absorbed. 


Dbciduoma  Malignum — Syncytioma — Chobio-Epithelioma 
— Deciduo-Sarcoma,  etc. 

Sanger,  in  1888,  was  the  first  to  draw  special  attention 
to  this  disease  as  a  sarcoma  of  the  decidua  serotina.  In  1893, 
he  demonstrated  its  essential  histological  features  and  pro- 
nounced malignancy.    Since  then  a  large  number  of       es  have 
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b^n  obMrved.  about  50  per  oeot.  of  them  foUowing  veticuUr 
degeneration  of  the  chorion. 

The  pathology  of  the  condition  in  hanlly  yet  deHnitely  settled 
Sanger's  original  theory  was  that  it  wag  a  malignant  change 
.>ccurri  ig  in  the  decidual  cella.  /...  a  maternal  sarcoma  entirely 
due  to  pregnancy.     Another  view  is  that  it  is  a  sarcoma  in- 
dependent of.  but  modified  by,  pregnancy,  and  a  third  that  it  ia 
the  result  of  ..otive  proliferation  of  the  epithelial  covering  of 
the  chorions  villi. ,....  that  it  i.  of  the  nature  of  an  epithelioma, 
hence  the  name  chorio-epith.d.on.a.     Whatever  may  be   ulti- 
mately decided  to  l«  the  true  pathoh.gy.   it   is  c,uite  certain 
that   the   condition    is  an   exceedingly  nmiigna.U  one,  some- 
times ammg  in    the    ntem«  after   a    full  time  labour,  more 
frequently  aft  r  an  abortion,  and  espednMy  ufter  the  discharge 
of  a  u.ole.      It  gives  rise  to  excessive  an.l  repeated  haemorrhages 
-tnd  metastatic  deposits  .nor.  f.nn,  in   ^he  vagina  and  .lifferent 
organs,  such  as  the  lungs,  bran,,  .tc.     Th.  ,«ui,.nt  very  rapidly 
wastes  away,  and  probably  .lie.  within  a  tew  months  of  the  first 
indication  of  the  (Jisease. 

s,//mK  *«*.-The  most  characteristic  symptom  is  severe,  inf.  v. 
m.t.  .nt  hmrnoiThage.  following  lalK^ur  or  an  abortion,  especiullv 
of  a  hydatid  mole.  After  the  hemorrhage  ceases  a  foul-sme'l. 
'"g  watery  discharge,  the  same  as  with  an  ordinary  cance  .,, 
the  uterus,  will  come  on.  The  patient  may  not  suffer  very 
nmch  pam,  e.xcept  when  dots  are  teing  expelled.  Emaciation 
>^c^n  show,  itself,  and  when  metastatic  dei^sits  form  in  the 
lungs  there  will  be  cough,  pleuritic  pain,  breathlessness.  and 
blood-stained  sputum.  A  secondary  deposit  in  the  brain  will 
cause  cerebral  symptoms,  and.  it  may  l>e.  severe  ha>monhage 
as  m  a  case  reported  by  Drs.  Bruce  and  Inglis 

Dm.,nos^,.-.The  uterus  is  found  more  or  less  enlarged  The 
Zrr-'  '"  '""  °'  ''''•  '^"^  '^  secondary  growth  may  be 
''»t  >t  may  be  quite  closed.     Bimanually  the  uterus  is  found 
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enlarged,  and  you  may  make  out  a  distinct  growth.  A  digital 
exploration  of  the  cavity  reveals  clots  and  soft  vegetating 
masses.  The  uterine  wall  is  soft,  and  may  be  easily  perforated. 
A  portion  of  the  mass  can  easily  be  removed  by  the  finger  or 
curette  for  microscopic  examination. 

Proifnosis. — The  condition  is  an  exceedingly  grave  one,  and 
the  only  hope  of  cure  is  immediate  extirpation  of  the  uterus. 
If  metastasis  has  already  occurred,  however,  the  advisability  of 
the  operation  is  very  questionable. 

Treatment.  —  Complete  hysterectomy,  preferably  by  the 
vagina.  A  preliminary  curetting  may  be  done  to  check  tlu' 
haemorrhage  and  for  diagnostic  purposes,  but  from  a  curative 
point  of  view  it  is  useless. 


CHAPTER  XIX. 

DELAY  IN  THE   FUlST  STAdE  OF   I.ABOrU. 

Dilatation  of  the  Birth  Canal-Delay  from  Faults  in  the  Powers- Inertia 
Uen-Delay  from  Faults  in  the  Passages-Occlusion  of  the  Os 
Ueri-Cases-Malposition  of  the  Uterus-Vaginal  Fixation  of  the 
Lterus-Iligidity  of  the  Cervix-Jligidity  from  an  Abnormal  Condi- 
tion of  the  Cervix-Hypertrophy  of  the  Cervix-Malignant  Disease  of 
the  Cervix-Contracted  Pelvis-Faults  on  the  Van  of  the  Passenger 
-Lady  Kupture  of  the  Membranes-Adhesion  of  the  Membranes 
— Malpositions,  etc. 

In  taking  up  the  consideration  of  delayed  laliours  and  their 
treatment,  we  shall  first  consider  delays  in  the  first  8ta«e 

Dilatation  of  the  Birth  Canal.-The  birth  canal  consists 
of  the  lower  uterine   segment,   the   cervix,   and   the   vagina 
Dilatation  begins  a  considerable  time  before  actual  labour  sets 
in.     During  the  last  two   or   three  weeks   of   pregnancy  the 
cervix  shortens,  and  its  canal  dilates,  from  above,  so  that  it 
becomes  continuous  with  the  lower  part  of  tlie  uterine  cavity 
The  lower  part  of  the  uterine  cavity  also  dilates.     The  sliorten- 
>ng  or  taking  up  of  the  cervix  is  well  seen  in  primiparte.     In 
these  cases  the  head  of  the  child  at  the  beginning  of  lalwur  will 
be  more  or  less  in  the  pelvis,  with  the  thinned  cervix  stretched 
over  It.     The  apparent  length  of  the  cervix,  measuring  from 
he  external  os  to  the  bag  of  membranes,  may  not  be  more 
than  a  quarter  of  an  incii.     The  external  os  is'  usually  closed 
until  actual  labour  sets  in,  but  this  is  not  always  the  case  even 
with  primiparae.     In  raultiparae.  1  have  frequently  seen  it  for 
weeks  before  delivery  dilated  sufficiently  to  allow  of  the  passage 
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of  two  fingers.  What  may  be  called  painless  labour  goes  on 
for  some  time  prior  to  what  we  know  as  actual  labour,  and 
in  this  way  the  lower  uterine  segment  and  the  upper  part  o^ 
the  cervix  are  dilated. 

When  labour  sets  in,  the  natural  dilatation  of  the  cervix  is 
mainly  brought  about  by  the  downward  pressure  of  the  uterine 
contents  caused  by  the  uterine  contractions,  and  especially  by 
the  contractions  of  the  longitudinal  fibres  which  pass  up  over 
the  fundus.  These  fibres  also  tend  to  draw  the  lips  of  the 
cervix  apart,  and  to  pull  the  lower  part  of  the  canal  up  ovei' 
the  presenting  part.  As  a  inile,  the  circular  fibres  round  the 
external  os  become  inhibited,  but,  as  we  shall  shortly  see,  this 
does  not  always  happen.  Gravity  also  assists,  especially  when 
the  patient  is  going  alx)ut.  Over  and  above  this  we  have  a 
natural  softening  and  relaxing  of  the  parts,  especially  in  the 
vagina.  At  the  beginning  of  labour  the  vaginal  outlet  may 
be  quite  narrow,  especially  in  primiparse,  but  long  before  the 
presenting  part  has  reached  the  floor  of  the  pelvis  great  re- 
laxation will  have  occurred,  so  that  several  fingers  can  be 
introduced  with  ease,  causing  less  discomfort  to  the  patient 
than  one  did  at  the  onset  of  labour.  This  relaxation  is  due  in 
part  to  the  free  flow  of  serum  which  takes  place,  but  there 
must  also  be  inhibition  of  the  sphincter  muscle,  probably  from 
the  pressure  exerted  higher  up  in  the  canal. 

During  the  first  stage  of  labour,  dilatation  of  the  cervix 
should  piogress  steadily  until  it  is  fully  accompHshed,  but  in 
many  cases  there  is  considerable  delay.  The  cause  of  the 
delay  may  lie  in  the  powers,  the  passages  or  the  passenger. 

Delay  from  Faults  a  the  Powers — Inertia  Uteri. — Tht 
powers  are  the  uterine  contractions,  and  there  is  also  some  assist- 
ance from  the  action  of  giavity.  The  powers  are  not  so  often 
at  fault  during  the  first  stage  of  labour  as  during  the  second. 
If  the  uterus  is  overdistended  by  i  ultiple  pregnancy  or 
hydramnios,  the   contractions   will    ha    weak.     An   abdoniiniii 
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tumour,  or  ascites  will  also  interfere  with  the  contractions,  us 
wiU  a  loaded  rectum,  or  distended  bladder.  A  tumour,  loaded 
rectum,  or  distended  bladder  will  also  interfere  by  direct  ob- 
struction. True  inertia  is  not  very  common,  but  is  sometimes 
seen  in  elderly  primiparae,  and  in  multiparte  who  have  borne 
a  large  number  of  children.  In  some  cases  the  contractions 
cause  a  good  deal  of  sufiFering,  but  have  little  .iilating  effect. 

rieatntent.So  long  as  the  membranes  are  intact  there  is 
no  risk  to  the  fcstus,  and  very  little  to  the  mother,  except  from 
exhaustion,  so  that  patience  is  usually  all  that  is  required.     In 
cases  of  overdistention,   puncture   the    membranes  and  allow 
some  of  the  hquor  amnii  to  drain  away.     In  all  cases  see  that 
the  bladder  and  rectum  are  emptied.     The  treatment  in  cases 
of  tumours  will  be  dealt  with  later.     In  cases  of  true  inertia. 
I  have  sometimes  found  quinine  act  well.     Ergot  should  never 
l)e  «iven.     Chloral  is,  however,  the  best  drug  to  use.     It  quiets 
uterine  action  for  a  time,  and  has  a  relaxing  effect  upon  the 
cervix.      The  application  of  hot  stupes  over  the  aWomen  is 
also  useful.      With    painful  contractions  10  gr.  doses  of  an- 
.pFin  are  said  to  act  admirably,    but  I  have  not  hail  any 
experience  of  this. 

Delay  from  Faults  in  the  Passage— Occlusion  of  the  Os 

Uteri.— The  <w  may  be  completely  occluded.  This  is  a  rare 
condition,  but  I  have  seen  at  least  five  cases.  A  short  note 
of  two  of  them  will  suffice. 

The  first  case  was  in  a  second  pregnancy.  It  was  also 
undoubtedly  a  case  of  prolonged  gestation,  as  305  days  had 
elapsed  from  the  cessation  of  menstruation  until  the  patient 
was  delivered.  Some  th.-ee  weeks  before  delivery  pains  had 
occurred  for  several  hours,  and  the  patient  thought  that  labour 
had  commenced,  but  the  pains  had  ceased.  She  was  not  ex- 
a.nmed  then.  When  1  saw  her,  she  was  having  strong  pains, 
aud.  on  an  examination.  I  found  the  os  was  completely  occluded. 
The  ceivix  was  stretched  over  the  presenting  head.     A  small 
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depression  indicated  where  the  os  ought  to  have  been.  A 
oareful  examination  under  chloroform  confirmed  this.  A  crucial 
incision  was  made  at  the  depression,  and  dilatation  was  easily 
accomplished.  Forceps  were  applied,  and  the  head  delivered 
without  very  much  difficulty,  but  the  shoulders  and  chest  of 
the  child  were  so  large  that  great  difficulty  was  experienced  in 
delivering  the  body.  The  child  was  one  of  the  largest  I  have 
ever  seen  delivered.  Unfortunately  it  was  dead.  The  patient 
made  a  good  recovery,  and  subsequently  the  cervix  presented 
the  appearance  of  an  ordinary  multiparous  one. 

Case  II. — The  patient,  a  primipara,  aged  thirty,  had  been  in 
labour  three  days  when  first  seen  by  me.  A  midwife,  who 
was  in  attendance,  thought  that  the  os  was  partially  dilated. 
The  patient  was  a  stout,  healthy  woman,  and  had  been  married 
for  thirteen  years.  She  was  not  aware  of  there  having  been  u 
vaginal  discharge  during  pregnancy,  nor  had  she  suffered  any 
pain. 

I  found  she  was  having  very  strong  expulsive  pains.  JBandl's 
ring  could  not  be  palpated.  Per  caii'mani  the  head  was  felt  in 
the  pelvis  with  the  cervix  stretched  over  it.  The  os  was  com- 
pletely closed,  but  a  small  depression  revealed  its  position. 
Inspection  under  chloroform  confirmed  this.  The  surround- 
ings of  the  patient  were  very  insanitary,  but  as  she  refused  to 
go  to  hospital,  I  had  to  do  the  best  I  could  for  her  where  she 
was.  I  managed  to  tear  through  the  adhesions  with  my  fingei- 
nail.  Dilatation  was  easy,  and  there  was  no  difficulty  in  deliv- 
ering a  live  child  with  forceps.  As  in  the  other  case  there  was 
no  bleeding.     The  patient  made  an  excellent  recovery. 

I  examined  her  some  months  later  and  found  the  ceivix 
showed  very  little  indication  that  she  had  ever  had  a  child. 

The  occlusion  must  of  course  occur  subsequent  to  impregna- 
tion, l)ut  at  what  stage  of  the  pregnancy  it  is  difficult  to  state. 
It  is  probably  the  result  of  adhesive  inflammation.  In  one  ol 
lay  othci-  cases   the   membranes  weie  very  adlxerent   in  the 
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lower  pole  of  the  uterus,  pointing  to  the  fact  that  there  had 
been  an  inflammatory  attack.  In  none  of  mv  oases  have  I 
been  able  to  get  a  history  of  any  inflammation. 

Dia(,no.si.s.—X  careful  examination  will  reveal  that  the  pre 
sentmg  part  is  covered  by  a  smooth  membrane  which  is 
contmuous  all  round  with  the  vaginal  mucous  membrane  No 
OS  can  be  found.  A  careful  search  must  be  made  for  the  os 
because  occasionally  it  is  very  high  up  and  behind,  and  the' 
thmned  anterior  lip  of  the  cervix,  which  is  stretched  over  the 
presenting  part,  gives  exactly  the  same  appearance  as  with 
occlusion. 

Pn.,no.si.s.-Theve  is  no  risk  if  the  condition  is  recognised 
and  properly  treated,  but  if  it  were  neglected  rupture  of  the 
uterus  might  occur,  or.  what  is  more  probable,  the  whole  cervix 
l)e  torn  off  in  front  of  the  presenting  part. 

Tmitnwnt.—Scratoh    through   where   the  os  should    be    or 
.nake  a  crucial  incision.     You  may  then  wait  and  allow  natural 
ertorts  to  finish  the  labour,   but  I  prefer  to  dilate  and  deliver  at 
once.     In  one  case  in  which  it  was  left  to  nature  after  incision 
I  found  teanng  taking  place  into  the  lateral  fornices   so  I  freelv 
mc.se,i   the  cervix  in   front  and    l)ehind.  and   the,,  delivered 
There  is  not  usually  much  bleeding,  but  if  there  should  be  the 
cervix  ought  to  be  stitche.l  at  once,      fn  none  of  mv  cases  did  I 
nno  this  necessary. 

In  some  cases  we  have  delay  from  the  anterior  part  of  the 
cervix  bemg  stretched  over  the  presentmg  part,  and  ti,e  os  thus 
being  thrown  high  up  near  the  promoutorv.  .As  I  liuv.-  .Ureadv 
'"<;>;t,oned  this  may  l,e  mistaken  for  an  occlusion  of  ri.e  os  ' 
^../...«/.-Hook  a  finger  into  the  os  and  draw  n  down'  ., 
"^f  he  ha.  of  membranes  and  presenting  part  nu,.  bea, 
fliiectly  upon   it. 

Malposition  of  the  Uterus,  such  as  is  seen  uhen  the 
■^  -'-  -  pendulous,  will  cause  delay,  as  the  presentu.g 
P-t  .s  not  driven  downwards.       A  lateral   deviation   of   ti; 
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Uterus  will  also  oause  delay,  and  we  see  the  same  thing  with 
a  double  uterus.  In  the  latter  we  also  have  delay  from  want 
of  power  in  the  uterine  contractions. 

Treatment. — Correct  the  deviation  of  the  uterus  and  apply  a 
firm  binder.     Manual  dilatation  may  be  necesHary. 

Vaginal  Fixation  of  the  Uterus. — In  subjects  of  this 
operation,  dilatation  of  the  os  may  be  seriously  interfered  with, 
or  even  prevented.  During  pregnancy  the  firm  union  between 
the  vagina  and  anterior  uterine  wall  may  prevent  the  growth 
of  the  latter.  In  this  case  the  tension  upon  the  posterior 
uterine  wall  draws  the  os  upwards  and  backwards,  so  that  at 
full  time  it  lies  above  the  promontory.  The  uterus  is  thus 
extremely  anteflexed,  and  during  labour  the  presenting  part  is 
driven  against  the  promontory,  and  not  into  the  brim. 

Treatment. — If  dilatation,  by  means  of  bags  or  the  hand,  is 
impossible,  Caesarian  section  should  at  once  be  performed. 
The  incision  may  be  made  through  the  anterior  vaginal  wall 
and  utenis,  but  the  ordinary  abdominal  route  is  preferaljic. 
In  the  latter,  the  uterine  incision  should  be,  either  transversi' 
at  the  fundus,  or  longitudinal,  over  the  fundus  into  the  pos- 
terior wall.     The  patient  should  be  sterilised. 

Rigidity  of  the  Cervix. — This  may  be  simple  or  due  to 
disease.  The  best  example  of  the  simple  form  is  seen  in 
elderly  primiparye.  The  cervix  is  thick  and  dilates  very  slowlx . 
With  premature  laljours  we  find  much  the  same  condition. 
In  such  a  case  a  few  doses  of  chloral  will  be  very  useful,  but 
patience  is  usually  all  that  is  required.  We  sometimes  niiM  t 
with  a  case  in  which  the  external  os  is  small,  and  the  cervi\ 
very  thin.  Although  the  pains  may  be  strong,  dilatation  is  vei  \ 
slow.  In  such  cases  you  will  often  find  that  the  os  actuallx 
becomes  contracted  during  the  pains.  The  circular  fil)res  iouihI 
the  OS  at  the  beginning  of  labour  should  be  inhibited,  but  m 
these  cases  this  has  not  occurred  ;  their  activity  remains,  ami 
they  contract  spasmodically  with  the  other  muscular  fibres   'I 


DELAY  IN  THK  FIRST  ST/OF.  OF  LABOVR.  24, 

the  uterus.  This  condition  is  usuaUy  seen  in  primipar*.  and 
especially  where  there  has  been  a  very  narrow  os  previous  to 
impregnation— the  so-called  pinhole  os. 

Treatvwnt.-Thi,  best  method  of  dealiiiK  with  the  condition 
IS  to  dilate  manually  under  chlorofonn.     The  ati^rsthetic  will 
idax  the  spasm  of  the  sphincter,  and  after  dilatation  is  once 
fairly  started  there  will  be  no   further  ditticulty.     The  direct 
application  of  cocaine  has  been   highly  reconunended  in  cases 
of  ngidity  of  the  cervix,   but   1  cannot  sav  it  has  ever  proved 
..seful  m  my  hands.     The  hot  douche  certainly  does  good,  and  I 
.^niploy  It  in  all  cases  during  the  time  I  am  dilating  manually 
Rigidity  from  an  Abnormal  Condition  of  the  Cervix.— 
The  cer^•ix  is  sometimes  thick  and  hard  from  old  scars   from 
the  result  of  an  old  inflau.mation,  („•  from  the  application  of 
strong  caustic-s  in  the  treatment  of  endocervicitis.     The  tissues 
are  very  hard,  and  dilatation  is  therefore  slow  and  difficult. 

7'nv,/m.«/.-Harnes'  bags  may  have  to  be  used  and  manual 
dilatation  un.ier  ehloroform.  In  some  cases  incision  may  be 
necessary.  Four  incisions  shrmld  be  made-two  lateral,  one 
anterior,  and  another  posterior. 

Hypertrophy  of  the  Cervix  is  sometimes  seen.-The 
vagnial  portion  may  be  so  elongated  as  to  protrude  at  the  vulva 
t  may  be  associated  with  prolapse  of  the  uterus,  as  in  the 
iollowM.g  case.  A  multipara  had  been  in  lai>our  for  a  consider- 
able tune,  when  I  first  saw  her.  The  cervix  was  so  much  elon- 
gated that  .t  protruded  at  the  vulva.  The  whole  uterus  also 
tenc  c-d  to  prolapse-.  The  cervix  was  not  quite  fullv  d.lated. 
I  n<ler  cltloroform.  1  dilated  it  as  fidiy  as  possil)le.  and  applied 
""•ceps.  When  traction  was  applied,  the  whole  uterus  tended 
to  c,nne  .lown.  so  that  it  was  necessary  to  push  up  the  cervix 
wh.ie  makmg  traction,  an.l  i,i  this  way  it  was  gradually  pushed 
up  wver  the  head. 

Treatment.  ~X^  ,\,^  membranes  are  sure  to  rupture  early 
-t.hcal    <ldatation    ,s    necessary.       Bags    may    be   used,    but 
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manual  dilatation  under  chloroform  is  the  best  method.     De- 
livery must  be  done  very  slowly. 

Malignant  Disease  of  the  Cervix. — If  the  cervix  is  much 
infiltrated  with  cancer,  dilatation  will  be  very  slow.  If  the 
tissues  are  friable,  there  may  be  considerable  l)leedinK.  but  dila- 
tation will  not  be  hindered. 

Treatment. — If  there  is  Ukely  to  be  much  ditticulty,  and  the 
child  is  alive,  Ctesarian  section  should  be  done,  in  the  interest 
of  the  child,  and  a  complete  extirpation  oi  the  uterus,  in  the 
interest  of  the  mother.  If  you  decide  to  deliver  through  the 
natural  passages,  the  cervix  should  be  incised  through  the 
diseased  portion  and  dilated  nianually.  If  the  child  is  dead  do 
craniotomy,  and  if  it  is  aUve  and  tlie  head  presents  deUver  b\ 
forceps.  The  cancerous  portion  of  the  cervix  may  be  removed 
at  once,  or  you  may  delay  operating  until  involution  has  some- 
what advanced. 

Solid  non-maUgnant  tumours  or  cysts  may  delay  dilatation. 
or  even  prevent  it  entirely,  especially  if  they  are  wedged  into 
the  pelvis. 

The  treatment  of  such  cases  will  be  dealt  with,  when  treatin- 
of  labours  obstructed  by  tumours.  One  point  to  rememliei 
is,  to  try  to  prevent  early  rupture  of  the  membranes. 

A  Contracted    Pelvis  will   cause    Slow   Dilatation.- 
Malpresentations  and  malpositions  are  common,  and  the  baa 
of  membranes  often  protrudes  in  a  sausage  shape,  and  rupture-^ 

early. 

Treatment. — If  the  membranes  have  not  ruptured,  keep  them 
intact  as  long  as  possible.  If  they  have  ruptured,  and  the  pre- 
senting part  cannot  descend,  artificial  means  of  dilatation 
should  be  adopted.  The  dilating  bags  are  most  useful,  hut 
manual  dilatation  will  frequently  be  necessary. 

Faults  on  the  Part  of  the  Passenger.— Excessive  amount 
of  liquor  amnii,  or  overdistention  from  plural  pregnancy,  lii- 
already  been  referred  to,  as  causing  delay  by  interfering  wiiii 
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the  powen.  On  the  other  hand,  we  may  have  dolay  from  the 
very  opposite  condition,  viz.,  a  small  amount  of  liquor  umnii. 
In  such  a  case,  there  is  no  liag  of  mBmbmnow  to  come  down 
into  the  os,  as  the  membranes  are  doaely  applie<l  to  the  present- 
ing part.  The  very  same  condition  arises,  when  t)ie  membranes 
rupture  at  the  commencement  of  labour.  The  Imvk  of  mem- 
branes  not  only  acts  as  a  mechanical  dilator.  I)ut  also,  by  its 
pressure  through  the  os,  reflexly  stimulates  uterine  contractions, 
so  that  its  want  is  of  considerable  disadvantage. 

Treatment.— With  a  small  amount  of  liquor  amnii  and  the 
membranes  unruptured,  patience  will  be  required.    The  patient's 
strength  should  be  supported,  and  she  may  be  given  opium,  or 
chloral  in  full  doses.     In  administering  chloral,  I  usually  give  a 
drachm  of  the  sjTup,  i.e.,  10  gr.  every  quarter  of  an  hour  imtil 
four  doses  have  been  given.     It  sometimes  has  a  wonderful 
effect  in  causing  relaxation  of  the  cervix.     In  these  cases,  I 
have  sometimes   found  it  useful  to  rupture  the  membranes 
wh«u  the  OS  is  about  half  dilated,  as  that  allows  of  the  pre- 
senting part  bearing  more  directly  on  the  cervix.    If  the  patient 
is  becoming  exhausted,  one  should  not  wait  too  long,  but  put 
her  under  chloroform  and  finish  the  dilatation  manually,  and 
deliver. 

Early  Rupture  of  the  Membranes  is  often  associated  with 
a  malpresentation.  but  these  cases  will  be  dealt  witl,  under  mal- 
presentations.     At  present  we  shall  deal  with  cases  where  the 
head  or  breech  presents  and   there   is   no  ol)struction      The 
presenting  part  acts  fairly  well  as  a  dilator,  if  th.-  pains  are 
good,  and  one  may  wait  patiently  so  long  as  the  pressure  upon 
the  child  18  not  acting  injuriously  on   it.     If  the   pains  are 
methcent,  chloral,  or  opium   may  be   used.     .A   close   watch 
nmst  be  kept  on   the  foet,U  heart,  and   if  it   begins  to  show 
■rregulanty,  or  much  slowing,  or  quickening,  artificial  means  of 
dilatation  must  be  adopted.     Barnes'  or  Champetier  de  Kibes' 
bag  raay  be  used,  especially  when  the  os  will  onlv  admit  two 
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iingerB,  but  manual  dilatation  under  chloroform  is  th«  quiokegi 
method.  If  the  cervix  is  rl«id,  and  it  is  evident  that  the  child 
is  suffering  very  much,  a  number  of  incisions  Hhoukt  be  mad*- 
throuKh  the  cervix,  and  this  will  allow  of  quick  dilatation. 
Some  authoritieM  adviw  the  appUcation  of  the  forceps  when  the 
OS  will  admit  four  tiiiRers.  This  may  Iks  done,  provided  deliver> 
is  very  slowly  effected,  hut  thHre  is  oonsiderahb'  rink  of  tearin^; 
the  cervix  Imdly,  if  the  ojieration  is  done  hastily  Personally, 
I  prefer  to  dilate  tli»>  cervix  tn  a«  near  its  full  extent  as  possibh- 
l)efore  applying  the  instrunitnts.  If  the  cervix  is  in  a  condition 
to  admit  of  deliverv,  you  will  have  no  difficulty  in  dilating  it 
with  your  hand  when  the  patient  is  under  chloroform,  and  if 
you  cannot  do  it  with  your  hand,  tht  forceps  should  not  b- 
applied,  or  ynu  will  be  sure  to  cause  a  Imd  tear.  In  such  a 
case,  it  is  far  better  to  incise  in  different  din  otions,  and  then 
dilate  before  delivering. 

Adhesion  of  the  Membranes. — Sometimes  the  membranes 
are  adherent  in  the  lower  pole  of  the  uterus.  This  will  prevent 
the  bag  of  membranes  from  protruding  into  tlie  os. 

Treatment. — Pass  the  finger  in,  and  separate  the  membranes 
as  high  as  you  can  reach,  and  this  will  allow  the  usual  bag  to 
form,  and  there  will  probably  be  no  more  difticulty. 

Delay  from  Malpositions,  Malprescntations  and  Deform- 
ities of  the  Foetus.— In  all  oi  these  the  presentmg  part  does 
not,  as  a  rule,  fit  well  in  the  brim,  and,  as  a  consequence,  the 
membranes   usually  project   in  a  sausage  shape  and  rupture 

early. 

Treatment. — Keep  the  membranes  intact,  as  lonj?  as  possible. 
If  they  rupture  early,  insert  a  Champetier  de  Ribes'  or  a  Barnes' 
bag,  h,nd  finish  the  dilatation  manually,  if  necessary.  These 
cases  will  be  more  fully  dealt  with  later  in  discussing  the 
methods  of  treatment  of  abnormal  cases. 


CHAPTER  XX. 

DELAY  IN  THE  SECOND  STAGE  OF  I -A  HOI  H. 

Failure  iii  thc>  I'rimary  I'owew— Uterine  Inertia— Irrenular  Cterin..  Con- 
tractions—Failure  in  the  Secondary  Powers-  Dolay  from  Faulti4  in 
the  Soft  PaHsages— Impaction  of  the  Anterior  Lip  of  the  Cervix— 
Prolapne  of  the  Vagina  and  Cystocele— Dintention  of  the  Bladder  or 
Kectum— Rigidity  of  (he  Vagina  and  Perineum— Cicatricial  Contrac- 
tion of  the  Vagina— Persixtent  Hymen— VaginiMmus— Tumours  of  the 
Va|i<inaor  Vulva— Venereal  Wartu— Obstruction  of  Labour  by  Tumour* 
of  the  Uterun— Canes— Obstruction  from  Tumours  of  the  Adnexa— 
Cases— Hernia  into  Douglaii'H  Pouch. 

The  normal  second  8ta>,'e  of  labour  Ijuginn  when  the  on  is  fully 
dilated  and  the  membranes  rupture.     It  may  only  laHt  a  few 
minutes,  or  it  may  be  prolonged  for  many  hours.     Under  ordinary 
conditions,  one  may  say  that  there  is  very  little  danger  in  the  first 
stage  either  to  mother  or  child,  provided  the  membranes  are 
unruptured  ;  but  in  the  second  stage  the  danger  to  Iwth  is  nmch 
increased.     In  the  great   majority  of  cases,   iiowever.  if  the 
second  stage  is  not  unduly  prolonged,  neither  mother  nor  child 
will  suffer  any  harm.     It  is  exceedingly  difhcult  to  make  any 
definite  statement,  as  to  what  ought  to  be  considered  a  normal 
second  stage  as  regards  length.     What  is  perfectly  safe  in  one 
case,  may  »)e  exceedingly  dangerous  in  another.      Each  case 
must  therefore   be  judged  upon  its  own  merits,  uiul   prompt 
assistance  must  be  rendered,  as  soon  as  it  is  necessary,  in  the 
interest  of  either  mother  or  child.     The  interests  of  the  mother 
uiv  uf  ourse  paramount,  but  it  must  not  be  forgotten  that  the 
unboiu  babe  too  has  rights,  which  should  be  considered      In 
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many  cases  interference  is  clearly  called  for,  either  in  the 
interests  of  the  mother  or  of  the  child,  but  there  are  others  of 
simple  inertia  uteri  where  there  is  no  immediate  danger  to  either 
mother  or  child.     In  these  latter  should  oue  wait  indefinitely, 
or  only  for  a  stated  time  ?     Some  authorities  advise  leaving 
such  cases  to  nature,  until  the  woman  begins  to  show  indica- 
tions of  exhaustion  by  the  temperature  rising  and  the  pulse 
quickening.     I  cannot  agree  with  this.     Our  rule  in  connection 
with  the  outdoor  department  of  the  Maternity  Hospital  is,  that 
the  nurses  or  students  shall  send  for  assistance  in  cases  of  inertia, 
if  no  advance  is  being  made  by  multiparae  after  two  hours  in  the 
second  stage,  and  by  primiparae  after  three  hours.     By  the  time 
assistance  has  arrived  another  hour  will  have  passed,  and  if  no 
advance  is  being  made  the  forceps  are  applied.     This  allows 
three  hours  in  the  second  stage  for  multiparae,  and  four  for 
primiparae.     Each  case  must  be  judged  on  its  own  merits,  but 
I  consider  this  a  reasonable  time  to  wait  on  nature.     If  deUvery 
is  effected  with  proper  care,  there  will  not  be  any  added  risk, 
and  the  woman  will  be  saved  considerable  suffering.     There 
are  many  cases  in  which  we  are  called  upon  to  interfere  much 
sooner,  but  with  these  we  shall  deal  shortly. 

Failure  in  the  Primary  Powers— Uterine  Inertia.— 
We  shall  now  consider  the  causes  of  delay  from  failure  in 
the  powers.  The  primary  powers  are  the  uterine  contractions, 
and  the  secondary,  the  contractions  of  the  abdominal  muscles. 
Failure  in  the  primary  powers,  or  uterine  inertia,  is  the  com- 
monest of  all  causes  of  delay  in  the  second  stage.  The  uterine 
muscle,  like  any  other  muscle,  can  only  do  a  certain  amount  of 
work,  and,  if  it  is  overtaxed,  failure  in  the  contractions  nust 
occur.  If  tb..  muscle  is  in  a  strong,  healthy  condition,  and 
the  uterus  i  <t  overdistended,  inertia  will  not  occur  for  a 
considerable  i.  ■,  but  in  a  case  where  there  is  weakness  in  th( 
uterine  wall  fr.iin  disease  or  overwork,  as  in  eases  of  frequcit 
and  rapid  childbearing,  or  where  the  wall  is  overstretched  by 
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hydramnios  or  a  multiple  pregnancy,  inertia  will  supervene 
early  in  the  second  stage.  Again,  if  the  first  stage  has  been 
unduly  prolonged,  the  contractile  powers  will  to  a  large  extent 
be  used  up,  and  the  uterus  be  unfit  f  •  any  more  work  until  it 
has*  had  a  rest.  In  patients  who  are  constitutionally  weak,  the 
uterus  may  partake  in  the  general  weakness  of  the  muscular 
system,  but  this  is  not  invariably  the  case.  For  instance,  in 
phthisis  I  have  seen  a  number  of  advanced  cases,  where  the 
uterine  contractions  were  quite  strong,  and  the  labour  excep- 
tionally easy  and  quick.  In  such  cases  the  child  is  apt  to  be 
small,  and  the  emaciation  of  the  patient  also  allows  of  an  easy 
passage. 

Irregular  Uterine  Contractions.— Irregular  uterine  con- 
tractions may  arise  from  disease  of  the  uterine  wall,  from 
exhaustion,  or  from  the  irritation  of  too  frequent  examina- 
tions. A  full  rectum  or  bladder  will  also  cause  them  refiexly. 
They  cause  excessive  suffering,  and  have  practically  no  effect 
in  advancing  the  labour. 

In  a  properly  conducted  labour,  except  where  there  is  disease 
of  the  uterine  wall,  these  irregular  contractions  should  not 
arise.  It  is  surprising,  however,  how  often  an  overdistended 
bladder  is  overlooked. 

Failure  in  the  Secondary  Powers.— In  cases  of  chest 
disease  the  patient  may  not  be  able  to  fix  her  diaphragm,  and  she 
will  thus  be  prevented  from  bearing  down.  If  the  abdominal 
muscles  have  been  overstretched,  as  by  frequent  pregnancies, 
they  will  not  contract  well.  Separation  of  the  recti  muscles 
will  give  rise  to  much  the  same  condition,  as  the  uterus  falls 
forwards  between  the  muscles,  and  is  not  compressed  by  them. 
Th.3  condition  is  common  after  an  abdominal  section,  but  is 
often  seen  in  cases  where  there  has  been  no  section.  I  have 
seen  it  in  a  primipara.  In  such  cases,  in  addition  to  the  failure 
of  the  secondary  powers,  the  abnormal  position  of  the  uterine 
axis  liampers  the  action  of  tire  primary  powers,  as  the  child  is 
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not  driven  into  the  brim  but  against  the  posterior  wall.  Over- 
distention  of  the  abdomen  from  ascites,  a  tumour,  or  even  a  full 
bladder  will  hamper  the  action  of  the  secondary  as  well  as  the 
primary  powers.  If  peritonitis  be  present,  the  pain  will  pre- 
vent the  secondary  powers  acting. 

Hemiplegia  or  even  paraplegia,  as  a  rule,  does  not  affect  the 
primary  powers,  but  the  secondary  powers  will  be  more  or  lesji 
weakened. 

The  loss  of  one  or  both  legs  w'U  interfere  with  the  secondary 
powers,  as  the  patient  will  not  be  able  to  bear  down  strongly. 

Treatment. — Remove  the  cause,  if  possible,  and  wait  on 
Nature  a  reasonable  time,  but  not  indefinitely.  The  primary 
powers  may  be  stimulated  by  hot  stupes  to  the  abdomen  or  by 
massaging  the  uterus.  Ergot  should  not  be  given.  The 
action  of  the  secondary  powers  may  be  assisted  by  applying  a 
tight  abdominal  binder.  In  most  cases  artificial  delivery  will 
be  necessary  by  forceps,  when  the  head  presents,  or  by  traction, 
if  it  is  M,  breech  case.  Care  must  be  taken  to  guard  against 
post-^  .am  haemorrhage,  especially  when  chloroform  has  been 
administered. 

Delay  from  Faults  in  the  Soft  Passages.— If  the  cervix  is 
elongated,  delay  will  be  caused.  In  the  first  place  it  will  not 
dilate  well,  and  the  membranes  are  apt  to  rupture  early,  thus 
giving  a  long  first  stage,  which  will  probably  lead  to  inertia  in 
the  second  stage.  When  full  dilatation  has  occurred,  the  cervix 
will  not  have  disappeared  as  in  an  ordinary  case,  but  there  will 
be  a  CG  xsiderable  channel  through  which  the  presenting  part 
must  pass.  Considerable  resistance  will  be  encountered  and 
the  labour  will  be  slow. 

Treatment. — When  Nature  lails,  deliver  artificially.  Do  the 
operation  slowly  to  prevent  laceration.  There  will  frequently 
be  a  tendency  for  the  whole  uterus  to  prolapse,  so  the  cervix 
must  lie  supported  and  pushed  above  the  presenting  part  durin- 
deUvery. 
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Impaction  of  the  Anterior  Lip  of  ihe  Cervix.— In  these 
cases  the  anterior  lip  of  the  cervix  is  somewhat  elongated,  and 
it  gets  nipped  between  the  head  and  the  symphysis  pubis.  It 
quickly  becomes  cedematous  from  the  pressure,  and  may  pro- 
jrude  at  the  vulva. 

Treatment.— ^n^^vt  the  swollen  lip,  and  press  it  up  over  the 
presenting  part,  especially  between  the  pains. 

Prolapse  of  the  Vagina  and  Cystocelc— A  veiy  lax 
vaginal  wall  will  obstruct  by  being  prolapsed  before  the  pre- 
senting part.  The  anterior  wall  is  the  one  which  gives  most 
trouble.  Along  with  it  the  bladder  prolapses,  causing  a  cys- 
tocele,  and  this  may  seriously  obstruct,  if  there  is  much  urine 
in  the  prolapsed  portion  of  the  bladder. 

Treatment. —^m^iy  the  bladder  and  push  the  prolapsed 
portion  above  the  presenting  part  between  the  pains,  and  keep 
it  up  during  the  pains. 

Distention  of  the  Bladder  or  Rectum  has  already  been  re- 
feiTed  to  as  causing  irregular  contractions  and  interfering  with 
the  action  of  the  secondary  powers.  A  tumour  in  the  rectum 
or  blae  ler,  or  a  vesical  calculus  would  have  the  same  eftecj. 
Besides  the  el!ect  on  the  contractions  there  would  be  direct 
l)lockin<;. 

Treatment.  -l^xM^ty  the  bladder  or  rectum.  There  will 
probably  be  some  difficulty  in  passing  a  catheter,  but  this  can 
be  done  in  the  interval  between  two  pains  l)v  pushing  the 
presenting  part  up.  If  it  obstructs,  a  tumour  or  calculus  should 
be  removed. 

Rigidity  of  the  Vagina  and  Perineum.— TJiis  is  usually 
seen  m  primipar*,  especially  in  elderiy  ones. 

Trnatment.—Kot  sitz-baths,  and  hot  vaginal  douches  assist 
relaxation.  If  an  antiseptic  is  used  in  the  douche,  it  must  not 
be  corrosive  sublimate,  or  more  harm  than  good  wUl  be  done. 
l^y^o!  makes  the  best  douche,  as  it  lubricates  the  passage  Hot 
to.neutations  to  the  perineum  are  useful.     When  the  perineum 
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is  very  rigid,  inoisions  are  sometimes  made  at  eaoh  side  of  the 
vulva,  but  I  do  not  approve  of  them.  I  prefer  putting  the 
patient  deeply  under  chloroform,  and  delivering  the  head  slowly 
with  forceps.  In  this  way  the  perineum  can  often  be  saved. 
If  it  does  tear,  it  should  be  stitched  at  once.  The  method  of 
supporting  the  perineum  in  natural  delivery,  has  already  been 
described. 

Cicatricial  Contraction  of  the  Vagina. — This  arises  from 
former  tears,  ulcers,  etc.  The  contraction  may  be  so  great,  as 
to  almost  close  the  passage.  As  a  rule,  great  relaxation  and 
softening  occur  during  the  labour,  and  in  many  cases  the 
obstruction  will  disappear. 

Treattnent. — When  the  constriction  persists,  it  should  be 
freely  incised  in  a  number  of  places.  Delivery  may  be  left  to 
Nature,  but  forceps  will  generally  be  required.  If  necessai>, 
the  parts  may  be  stitched  after  delivery. 

Persistent  Hymen. — This  condition  is  occasionally  seen. 
In  one  case,  I  found  a  very  strong  fleshy  hymen  with  two  vei> 
small  openings  in  it.  On  tearing  it  through  it  bled  profusel\ , 
and  it  was  necessary  to  catch  and  tie  the  vessels. 

Treatment. — Rupture  the  hymen. 

Vaginismus. — .\s  a  rule,  this  condition  disappears  as  labour 
advances,  but  I  have  seen  a  case  where  it  was  impossible  to 
make  a  vaginal  examination  without  giving  chloroform.  F 
made  one  examination  at  the  commencement  of  labour,  iiiul 
then  allowed  matters  to  take  their  course  for  about  fifteen 
hours.  I  then  chloroformed  the  patient  again,  and  found  the 
OS  fully  dilated,  so  I  delivered  with  forceps.  The  patient  was 
completely  cured  of  her  vaginismus. 

Tumours  of  the  Vagina  or  Vulva. — You  may  havi  a 
solid  tumour  in  the  vaginal  wall,  but  cysts  are  more  frequently 
found.  In  the  vulva  you  may  have  a  huematoma.  The 
following  ease  will  illustrate  this.  The  patient,  a  primipiua, 
was  brought  into  the  hospital  on  account  of  a  large  haemaloiuu 
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of  the  right  side  of  the  vulva.  The  second  stage  of  labour  was 
well  advanced,  and  the  head  low  down,  but  further  proi/ress 
was  blocked  by  the  haematoma,  which  was  nearly  as  large  as 
a  fcetal  head.  A  free  incision  was  made,  and  the  clot  turned 
out.  There  was  some  oozing,  but  no  bleeding  from  large 
vessels.  The  child  was  delivered  with  forceps,  and  the  large 
gaping  wound  stitched  up  from  the  bottom  by  a  continuous 
catgut  suture.     The  wound  healed  by  first  intention. 

Venereal  "Warts  of  the  vulva  may  form  a  serious  obstruc- 
tion, as  they  are  sure  to  be  exceedingly  septic.  The  following 
case  is  probably  a  unique  one,  as  the  patient,  a  primipara, 
had  a  lateral  placenta  praevia.  The  whole  of  the  vulva  was 
covered  with  large  warty  growths,  which  also  encircled  the 
anus.  The  mass  was  exactly  like  a  cauliflower,  and  larger  than 
a  fist.  Most  of  the  masses  had  narrow  pedicles,  but  a  number 
especially  on  the  posterior  vaginal  wall,  just  within  the  four- 
chette,  were  sessile.  They  were  evidently  gonorrhceal,  and  were 
very  septic.     They  had  been  growing  for  about  four  months. 

After  cleansing  the  mass  as  thoroughly  as  possible,  I  plugged 
the  vagina  to  control  the  bleeding  from  the  placenta  previa, 
and  removed  the  entire  mass,  stitching  up  each  incision  as  I 
went  on.  The  bleeding  was  free,  but  the  stitches  controlled  it. 
As  the  OS  was  sufficiently  dilated  by  this  time,  I  turned  and 
delivered  the  foetus.  It  was  aUve,  but  too  premature  to  survive. 
The  patient  remained  free  from  sepsis,  and  all  the  incisions, 
except  those  round  the  anus,  healed  by  first  intention. 

Treatment  of  Tumours  0/  the  Vagina  and  F«/ra.— Solid 
tumours  should  be  removed,  and,  if  practicable,  cysts  also. 
The  latter  may  be  incised  to  evacuate  the  contents.  It  may 
l)e  possible  to  dia^'  the  head  past  the  tumour,  but  this  should 
not  be  done,  as  the  crushing  of  the  tumour  will  cause  sub- 
sequent sloughing,  and  the  patient  be  exposed  to  great  risk 
from  sepsis.  After  the  child  is  deUvered  the  part  should  be 
stitched,  or  plugging  may  be  used. 
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Obstruction  of  Labour  by  Tumours  of  the  Uterus. — 

Tumours  of  the  uterus  itself  often  prevent  conception,  and 
when  conception  occurs  the  pregnancy  may  be  interrupted, 
l)ut  in  some  cases  full  time  is  reached.  The  effect  upon  thu 
labour  will  depend  upon  the  position,  size,  and  consistence  of 
the  tumour.  An  interstitial,  or  subserous  fibroid  is  the  usual 
form  of  tumour  met  with.  The  submucous  variety,  as  a  rule, 
prevents  conception,  but  it  is  occasionally  met  with,  especially 
in  conjunction  with  one  of  the  other  forms.  A  malignant 
tumour  of  the  body  of  the  uterus  would  prevent  conception, 
or  if  conception  should  occur,  an  early  abortion  would  be  sure 
to  result. 

If  the  tumour  is  situated  low  down,  even  although  it  may 
not  be  very  large,  it  will  be  almost  sure  to  obstruct,  unless  it 
is  sufficiently  movable  to  allow  of  its  being  pushed  above  the 
brim  of  the  pelvis.  A  small  tumour,  or  even  a  fairly  large  one, 
situated  high  up  iii  the  uterus,  may  not  seriously  obstruct  the 
labour  by  actual  blocking,  but  it  will  interfere  with  the  uterine- 
contractions,  and  probably  so  displace  the  uterus,  as  to  cause 
a  deviation  in  the  uterine  axis. 

The  first  stage  of  labour  is  usually  interfered  with  and  pro- 
longed, and,  if  the  tumour  '^  <  Ir.vjre  one  in  the  lower  part  of 
the  uterus,  dilatation  ma)  <   nted.     It  is  usually  in  the 

second   stage   that   the   ii    ,i  ulty  arises.      In  the  third 

stage  there  is  considerably  risk  from  post-parium  haemor- 

rhage than  in  an  ordinary  case. 

Diay)iosi.s. — This  is  not  usually  difficult.  It  will  be  easy  to 
mako  out  a  hard  mass  connected  with  the  uterus.  If  it  is  low 
down,  it  will  be  easily  felt  per  caijinam  distinct  from  the  pre- 
senting part. 

Pmpiosis. — If  the  tumour  is  likely  to  obstruct  the  passage, 
the  condition  will  be  very  serious,  but  if  it  is  high  up,  the  risk 
will  not  be  very  great.  There  is  considerable  risk  of  post- 
partum hemorrhage,  and,  if  there  should  be  any  bruising  of  thu 
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tumour  during  labour,  sepsis  is  apt  to  supervene,  and  the  con- 
dition will  then  become  a  very  grave  one.  The  risk  to  the 
child  will  l)e  considerable,  and  will  depend  upon  the  amount  of 
obstruction,  and  the  method  of  delivery  which  has  to  bt-  adopted. 
The  following  cases  will  illustrate  some  of  the  important 
points : — 

Cane  /.—A  priraipara,  ict.  thirty-two.  was  seen  by  me  in 
consultation.     Prior  to  her  pregnancy  she  had  been  treated  by 
her  medical  attendant  for  fibroids  of  the  uterus.     There  were 
several  small  tumours  in  different  parts  of  the  uterine  wall. 
When  I  saw  her,  the  os  was  fully  dilated,  and  the  head  pre^ 
senting.     The  first  stage  of  labour  had  lieen  somewhat  tedious. 
None  of   the  tumours  were   low  down,  so  there  was  no  ob- 
struction.     The   patient   was    l>eginning   to  show  indications 
of  exhaustion,  so  chloroforn.  was  administered,  and  I  easily 
delivered  a  live  child  by  means  of  axis  traction  forceps.     When 
the  placenta  came  awny  the  entire  chorion  was  left  behind.     It 
was  very  adherent,  and  had  to  be  removed  bit  by  bit.     The 
bleeding  was  free  but  not  alarming,  and  was  easily  controlled 
by  a  hot  douche  and  a  hypodermic  of  ergot.     She  nmde  a  "ood 
recovery.  " 

Cmc  ll.~k  primipara,  let.  thirty-eight,  seen  in  consultation. 

As  her  usual  attendant  was  absent  on  holidav,   I  received  no 

lustory  of  the  presence  of  tumours.     The  uterus  was  very  large 

and  at  its  upper  part  there  were   two  distinct  rounded  masses 

which  felt  very  like  fcBtal  heads.     A  breech  presented,  so  the  case 

ooked  very  like  one  of  twins.      Under  chloroform,  an  extremely 

large  child  was  delivered  alive  without  much  difficulty      The 

second  mass  at  the  fundus  was  then  seen  to  be  a  fibroid      As 

the  placenta  could  not  be  expressed,  the  hand  was  passed  into 

the  uterus,  and  a  second  fibroid  was  found  low  down  on  the 

posterior  uterine  wall,  blocking  the  way.      The  chorion   was 

adherent  all  over,  as  in  case  i.     The  lower  fibroid  was  about 

the  size  of  a  closed  fist.     It  was  submucous,  and  I  could  easily 
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have  shelled  it  oat.  bat  decided  to  leave  it.  It  was  remarkable 
that  it  had  not  obstructed  the  descent  of  the  head.  The  upper 
tumour  was  a  subserous  one.    There  was  very  little  loss  of  blood. 

The  patieni  made  a  i^ood  recovery.  She  was  quite  unaware 
of  til    presence  of  the  tumours. 

Case  III. — Mrs.  H.,  v. -para,  set.  thiriy-six.  '^his  patient 
was  sent  into  the  hospital  with  a  history  of  pretty  severe  ante- 
partum hffimorrha;;e.  The  bleeding  had  commenced  in  the 
morning,  and  had  continued  more  or  less  throughout  the  day. 
She  had  evidently  lost  a  good  deal  of  blood.  Her  pulse  waH 
144,  and  the  temperature  972°  F.  The  cord  was  prolapsed  and 
pulseless. 

On  examining  her,  I  found  the  cervix  dilated,  and  the  head 
partially  engaged.  To  the  right  ami  behind  the  cervix  then- 
was  a  ilattened-out  tumour  partially  blocking  the  passage.  It 
felt  very  like  a  fibroid  in  the  lower  part  of  the  posterior  wall  of 
the  uterus ;  but  it  might  possibly  have  been  a  dermoid  of  the 
ovary.  Delivery  was  effected  by  forceps  after  perforation.  If 
the  child  had  been  alive,  I  might  possibly  have  delivered  it  with 
forceps.  A  hot  douche  checked  all  bleeding.  She  was  stimulated 
with  strychnine  hypodermically.     She  made  a  good  recovery. 

Cane  IV. — Mrs.  M.,  ix.-para,  set.  forty-three,  full  time,  was 
sent  into  i.  pital  almost  moribund  fr-  htemorrhage.  The 
uterus  was  tonically  contracted,  and  a  b.uall  subserous  fibroid 
was  felt  about  the  level  of  the  umbilicus.  The  cord  was  pro- 
lapsed and  pulseless.  A  vaginal  examination  revealed  a  lar^'e 
ttbroid  co»  .pletely  blocking  the  cavity  of  the  pelvis.  The  os 
was  high  up  and  to  the  front  at  the  level  of  the  top  of  the 
symphysis  pubis.     It  admitted  two  fingers  transversely. 

The  doctor,  who  sent  her  in,  had  attended  her  in  all  hei 
former  labours,  which  had  been  normal ;  bv  ,  so  far  as  we 
could  learn,  had  not  known  of  the  presence  of  the  tumour 
until  he  was  called  to  her  at  the  commencement  of  th  present 
labour.     He  had  unfortunately  not  recognised  the  gravity  of 
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the  condition  when  he  saw  her  firet,  but  had  ruptured  the 
membranes  to  check  the  bleedin^.  This  had  checked  the 
l»leedinK.  but  it  had  allowed  the  cord  to  prolapMe. 

Some  Heventeen  years  before  the  iwtient  bad  torn  her  urethra 
by  fallitiK  against  sumethinK.  This  had  been  snccesHfully  re- 
piired.  8hp  had  a  lar«e  recto-vawinal  fistula,  but  whether  or 
not  it  NMiH  the  result  of  the  same  accident  we  could  not  ascer- 
tain.  \h'v  last  child  had  l)een  Ixjrn  two  years  l)efore  without  any 
ditliculty.  Her  perimls  had  been  profuse,  but  she  had  never 
Hooded.  During  the  present  preKnancv  she  had  Iwen  under 
treatment  for  dropsy.  We  found  a  considerable  amount  of 
albumin  in  ber  urine. 

The  cane  appeared  utterly  ho|)eless.  (Craniotomy  was  out  of 
the  question,  so  there  was  no  alternative  but  to  leave  her  to 
die  undelivered,  or  to  do  an  extirpation,  or  a  Porro's  operation. 
I  decided  to  do  the  latter  as  quickly  as  possible. 

On  oj)ening  the  abdomen,  it  was  impossible  to  «et  an  elastic 
l.«atuie  round  the  uterus  before  emptying  it.  so  it  was  incised 
and  the  chdd  removed.    The  tumour  was  attached  so  low  down 
r.n  the  posterior  wall,  and  so  jammea  in  the  pelvis,  that  con- 
siderable difficulty  was  experienced  in  getting  it  np  and  putting 
an  elastic  ligature  round  the  cervix.     The  t  unour  and  uterus 
vveie  cut  away,  and  the  stump.  clampM  with  a  wire  e-raseur 
was  hxed  m  the  lower  end  of  the  wor  .d  with  j  ,,s,     T  ,  ^uter 
part  of  the  broad  ligaments  had  to  i.e  stitched.      \bu 
of  normal  saline  solution  was  left  in  the  iJeritoneal  <  .vu 
abdominal  wound  was  closed  m  the  usual  way.     Sh. 
operation  well,  but  was  sick  for  twentv-foar  hoai- 
timately  we  could  not  feed  her  by  the  rectum    as 
prevented  retention.     She  did  verv  well  for  fortv  hm.rs 
were  beginning  to  have  hopes  of  her  recoverv  when  sh. 
denly  collapsed  and  died  within  an  hour,  apparently  Innu  .i-       e.1 
shock.     There  was  no  haemorrhage. 

I  was  not  surprised  at  the  result,  as  I  scarcely  expected  u* 
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pfttient  would  leave  the  operating  table  alive.  Had  we  got  her 
for  treatment  when  labour  first  commenced,  there  would  hav* 
\ieen  a  good  ohaQce  to  save  Doth  mother  and  child,  but  to  d(. 
HUoh  a  serious  operation  on  an  almoHt  puUelesH  imticnt  gave 
only  an  exceedingly  faint  hope  of  saving  her. 

Treatment  in  lahonis  complkaled  with   fihroi.ls  of'  the  ntetiis. 
— The  treatment  to  be  adopted  will  depend  ujwn  the  Hituatioti 
and  size  of  the  tumour.     Hinall  tumours  Hituated  high  in  ihv 
uterine  wall  will  not,  as  a  ruU'.  call  for  any  neverer  operation 
than  forceps  or  turning.     Neither  will  large  tumours  in  th. 
same  situation,  unless  they  have  gi-own  downwards  sunicientl\ 
to  partially  or  wholly  obstruct  the  inlet.     The  diflicult  cases 
are  those  in  which  the   tumour  or  tumours  are  -.;  uated  low 
down,  so  that  they  partially  or  entirely  obstruct  tin    luim.     It 
the  tumour  has  a  pedicle  which  will  allow  of  its  being  puslird 
out  of  the  way,  this  may  l)e  done,  and  delivery  effected   l.y 
foi-ceps  or  version,  but  if  the  tumour  is  immovable  •)ne  should 
not  attempt  to  deliver  by  the  natural  passages,  unless  there  is 
sufhcient  room  to  allo'v  of  the  passjige  of  the  child  without 
much  pressure  lieing  exerted  on  the  tumour.     If  the  child  is 
dead,  craniotomy  should  be  done  as  in  case  iii.     In  that  cusr, 
if  the  child   had   been  alive,  I  might  possibly  have  delivered 
it  with  forceps,  but  there  would   have   l)een  some  risk  from 
pressure.     Where   it  is   cjuite  evident   that  the  cliild  canii.n 
1)6  delivered  without  exerting  undue  pressure  and  the  ohild  k 
still  alive,  an  uljdominal  section  should  be  done,  and  the  uteiu- 
and  tumour  removed  eithei'  by  Porro's  operation,  total  extir- 
pation, or  by  treating  the  stump  extraperitoneally  by  stitching 
the  ijeritoneuiti  over  it,  as  descrii)ed  on  page  388.     In  caseN  of 
complete  obstruction,  no  matter  whether  the  child  be  dead  oi 
alive,  the  abdominal  operation  nmst  necessarily  be  done. 

When  delivery  is  effected  by  the  natural  passages,  ix.st- 
partum  haemorrhage  nmst  be  guarded  against.  In  two  of  my 
cases  the  chorion  was  completely  adherent. 
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During  the.  puerrv.rium  8«,miH  may  <x'<:ur  .u,.l  if  „  .|c^,,  rhe 
outlook   for  the   putien,    vsill   Ik-  H.Mi.,„s.      |    «,„    ,,.vv  ...fnrinu 
to  CHHes  wh«io  .lelivery  hm  l«en  by  th«  .n.tur«|  j„,sH,vnH      In 
Huch  a  cant.,  [  would  Ik,  inclined  to  cxt    |«u.  ,,      ,u  ,„«  and 
tumour  , It  the  flr«t  in.lication  of  any  serioun  se,.t.c  a>,..on,tion 
I.ivolut.o„  will  occur  in  the  tun.our  an  w,,ll  an  in  tho  uterus 
Obstruction  from  Tumours  of  the  Adnew.     Solid  ,„ 
cystic  tumours  of  the  ad,u.xu  „.ay  obstruct  laln.ur  an  Heriounlv 
an  tumours  of  the  uteru.    Uelf.     The  amount  of  obstruction 
w.U  depon.1  upon  the  ,  ..     Ion.  size,  ami   consistenc.  of   the 
...ass      As  cystic  tumo.       are  liable  to  have  more  or  less  of 
u  j.Hl.cle.  they  are  very  apt  to  be  pushed  .lown  in  front  of  the 
juvsentrnK  part,  especially  when  they  are  of  a  n.e.liun,  size 
rwistrng  of  the  pedicle  is  liable  to  occur  during  the  pre«nancy 
a..d  esi,ec,ally  during  labour,  and  this  n.ay  lead  to  very  serious 
.•es„lts  ,f  the  tumour  is  not  promptly  removed  befo.o  necrosis 
Ht'ts  m.     Ovarian  or  other  tumours  will  interfe...  with  the  first 
Htawe  of  labour  in  the  same  way  as  fibroids  do.  and   if  the 
tu..>ou,  .s  prolapsed  into  the  pelvis,  it  mav  co.npletely  block 
' )"  P'JssaKe.  and  not  only  prevent  dilatation  of  the  cervix   but 
^.  HO  tl  .  passage  of  the  child.     Besides  the  risk    of    twisting 
"    th.       d.cle.  the  tumour  may  In,  so  injured  by  pressure  as  to 
^'tterw    ..8  become  gangrenous;  it  may  be  ruptured;  and  in  a 
'-V  '."e  cases,  especially  of  denuoids.  it  has  even  l)een  forced 
'  .  •o..,'h  the  posterior  fornix,  and  expelled  at  the  tin.e  of  labour 
.W.     Purovarian  C>/.-Mrs.  T.,  i.-pu,a.  a-t.  twentv-tive. 
Ueu  first  seen,  this  patient  was  well  on  in  the  first  stii^e  ,.f 
iHbour.     The  head  was  partiaUy  Hxed  in  the  brim.     Im.ned 
■t"lv  below  the  promontory,  a  fiattened-out  cystic  tumour  about 

1  7'  u  r""'"  '"■*""'  ''"'  ^'^'-  ^'  ^^"'^1  '^^'  ^--'v  ciistinctiv 
t  rough  the  rectum.  It  seemed  to  me  to  be  u  simple  thin- 
va  led  cyst,  probably  a  parovarian  one.  The  obstruction  was 
not  very  great,  but  the  cyst  could  not  be  .ushed  up  past  the 
"ead.  as  u  was  caught  below  the  promotitc.y.     As  there  seenu-d 
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to  me  to  be  room  for  the  head  to  pass,  I  decided  to  use  forceps 
cautiously.  Keeping  my  finger  against  the  cyst,  I  made  traction, 
and  as  the  head  began  to  advance,  I  suddenly  felt  the  cyst  rup- 
ture. Delivery  of  a  live  child  was  easily  effected.  The  patient 
did  not  suffer  in  the  least  from  the  sudden  rupture.  She  made 
a  good  recovery. 

I  think  the  result  showed,  that  the  diagnosis  of  a  parovarian 
cyst  had  been  correct. 

Case  II.  Ovarian  Cyst. — Mrs.  S.,  i.-para,  aet.  thirty,  was 
first  seen  by  me  in  consultation,  when  she  was  eight  months 
pregnant.  She  had  a  tumour  of  the  right  ovary  about  the  si/(? 
of  a  large  orange.  It  had  a  fairly  long  pedicle.  No  incon- 
venience had  been  experienced  from  it  until  a  day  or  two  before 
I  saw  her,  when  she  had  been  seized  with  severe  pain  after 
doing  some  heavy  work.  Her  medical  attendant  found,  that  the 
tumour  had  slipped  down  in  front  of  the  uterus.  He  was  able 
to  push  it  II ]i.  When  I  saw  her,  the  tumour  was  well  up  and 
quite  movable.  The  pain  had  lessened  considerably.  It  looked 
as  if  there  had  been  some  twisting  of  the  pedicle,  which  had 
been  relieved  by  replacing  the  tumour. 

The  question  we  had  to  decide  was  whether  or  not  to  operate. 
If  the  pedicle  was  twisted,  an  operation  was  called  for  at  once  ; 
but  as  there  was  no  increase  in  the  size  of  the  tumour,  and  the 
pain  had  almost  gone,  and  the  temperature  and  pulse  were  nor- 
mal, we  decided  to  wait  and  watch  the  patient  carefully. 

She  went  to  full  time  and  was  easily  delivered  with  forceps 
as  the  tumour  did  not  obstruct.     She  made  a  good  recovery. 

Case  III.  Suppuratitu/  Dermoid  of  the  Left  Ovary,  ani! 
Obstruction  of  the  Boxccls  from  Adhesions. — Mrs.  McC,  ;et. 
thirty-nine,  xix.-para,  was  brought  to  hospital  in  a  very  col- 
lapsed and  hopeless  condition.  She  had  been  in  labour  for 
four  days,  and  during  that  time  there  had  been  no  movement 
of  the  bowels.  The  aMomen  had  been  steadily  increasing  in 
size,  and  vomiting  had  been  incessant  for  the  last  day  or  so. 
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She  was  seriously  collapsed,  with  a  very  feeble  pulse,  and  an 
anxious  pinched  expression.  The  aWomen  was  extremely  dis- 
tended. No  distinct  tumour  other  than  the  uterus  could  be  felt. 
The  vomit  was  distinctly  faRcal.  The  os  was  partially  dUated, 
and  the  head  presentinj?. 

I  dilated  the  cervix  manually,  and  delivered  a  dead  child  by 
version.  The  patient  was  very  freely  stimulated  by  means  of  a 
laige  saline  injection  under  the  breast  and  strychnine  hypoder- 
mically.  An  oblong,  indistinct  swelling  could  now  be  made  out 
to  the  left  of  the  uterus,  but  it  was  impossible  to  say  whether 
it  was  a  tumour  or  bowel  distended  with  fajces.  A  very  large 
enema  was  given  as  high  up  into  the  bowel  as  possible,  but 
failed  to  bring  away  any  faeces. 

Two  hours  after  delivery,  I  opened  the  abdomen.  A  large 
number  of  adhesions  were  found,  and  to  the  left  and  above  the 
uterus  an  oblong  cyst  of  the  left  ovary  was  discovered.  It  was 
firmly  attached  to  the  bowel  by  adhesions.  The  bowel  was 
narrowed  for  one  inch  to  about  one  half  its  lumen.  It  was 
very  dark  in  colour.  In  separating  the  strongest  adhesion  the 
cyst  waU,  which  was  very  friable,  gave  way,  and  fcetid  pus 
escaped.  When  the  cyst  was  removed,  it  was  found  to  be  a 
suppuratmg  dermoid  of  the  left  ovary.  The  abdomen  was  well 
flushed  with  normal  saline  solution,  and  a  large  quantity  of  the 
solution  allowed  to  remain  in  the  peritoneal  cavity.  As  the 
bowel  was  patent,  although  narrowed,  it  was  not  touched. 

The  patient  regained  consciousness,  but  never  rallied  She 
died  six  hours  later.  I  opened  the  wound  after  death  and 
removed  the  constricted  bit  of  bowel.     It  was  quite  patent 

We  subsequently  learned  from  the  friends  of  the  patient,  that 
early  m  pregnancy  this  tumour  had  been  discovered  at  the 
Victoria  Infirmary,  and  she  had  been  advised  to  have  it  re- 
moved, but  had  declined.  Although  the  patient  and  all  her 
triends  were  quite  aware  of  the  presence  of  the  tumour  for 
some  reason  or  other  they  refrained  from  mentioning  the  fact 
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either  to  those  who  saw  the  patient  before  she  was  sent  into 
hospital,  or  to  any  of  us  in  the  hospital,  until  after  I  had 
operated.  I  suppose  it  was  the  dread  of  an  operation  which 
had  kept  them  quiet.  If  the  patient  had  be'^n  operated  on  early 
in  labour,  she  would  have  had  a  good  chance  of  recovery,  but 
it  was  utterly  hopeless  after  four  days  of  obstruction  of  the 
bowels.  The  best  time  to  have  dealt  with  this  tumour  was 
early  in  pregnancy,  when  it  was  first  discovered  at  the  Victoria 
Infirmary. 

It  is  rather  remarkable  that  this  patient  should  have  passed 
through  eighteen  labours  without  any  difficulty,  and  apparently 
without  the  tumour  having  been  discovered.  I  do  not  think 
she  had  ever  been  attended  by  a  medical  man. 

Treatment  of  Tumours  of  the  Aclnexa. — If  the  tumour  is 
discovered  early  in  pregnancy  it  should  be  removed  at  once, 
even  although  it  is  small,  as  the  risk  of  twisting  of  the  pedicle 
is  considerable.  If  the  pedicle  should  become  twisted,  im- 
mediate operation  is  called  for.  If  the  tumour  is  not  dis- 
covered until  within  a  few  weeks  of  full  time,  I  should  be 
incUned  to  wait  to  full  time,  unless,  of  course,  there  should 
be  a  good  reason  for  operating  at  once.  The  reason  for  this 
is,  that  the  abdominal  wound  would  not  have  time  to  become 
consolidated  before  labour  came  on,  and  it  would  probably 
yield. 

In  cases  where  full  time  has  been  reached,  and  labour  has 
come  on,  one  must  be  guided  by  much  the  same  principles  as 
with  tumours  of  the  uterus  itself.  If  the  tumour  is  high  up 
no  great  difficulty  may  be  experienced,  but  if  it  is  actually 
obstructing,  one  should  try  to  push  it  up  out  of  the  brim,  so 
as  to  allow  of  the  passage  of  the  child.  If  this  cannot  he 
done,  or  if  there  is  likely  to  be  injurious  pressure  during 
delivery,  delivery  should  not  be  attempted  through  the  natui;il 
passages  until  the  tumour  has  been  removed  by  abdominal 
section.     Tapping  the  tumour  through  the  vagina  or  abdominal 
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wall  has  been  advised,  but  this  is  not  a  proceeding  I  would 
care  to  adopt.  With  a  small  tumour  in  Douglas's  pouch,  the 
vaginal  method  of  operation  could  be  adopted.  When  the 
tumour  has  been  removed,  delivery  should  be  effected  through 
the  natural  passages. 

In  cases  where  delivery  has  occuned,  and  a  fairly  large 
tumour  is  left,  the  question  of  operating  immediately,  during  the 
puerperium,  or  some  time  later,  will  have  to  be  settled.  On  the 
whole,  I  should  be  inclined  to  wait  until  the  puerperium  was 
over,  unless  there  was  evidence  of  bruising  of  the  tumour,  or 
twisting  of  the  pedicle,  when  immediate  operation  would  be 
called  for.  A  sudden  increase  in  the  size  of  the  tumour,  or 
great  pain  in  it,  would  be  urgent  indications  for  operation. 

Tumours  connected  with  organs  other  than  those  of  the 
pelvis  might  easily  cause  serious  obstruction.  For  instance,  a 
movable  kidney,  or  the  rare  condition  of  a  horseshoe  kidney, 
might  easily  block  the  passage  into  the  brim.  I  have  never 
met  with  a  case,  but,  if  I  should,  I  would  treat  it  by  doing  an 
abdominal  section,  if  the  obstruction  could  not  be  pushed  out 
of  the  way. 

Hernia  into  Douglas's  Pouch.— The  bowel  is  sometimes 
prolapsed  into  Douglas's  pouch  before  the  presenting  part.  A 
softish,  gurgling,  oblong  mass  will  be  felt. 

It  can  usually  be  pushed  out  of  the  way,  but,  if  not,  delivery 
should  be  hastened  by  artificial  means,  so  as  to  relieve  the 
pressure.  In  pushing  any  obstruction  out  of  che  pelvis,  the 
knee-elbow  position  will  assist  matters,  but  when  the  patient 
is  under  chloroform,  it  s  difficult  to  place  her  in  this  position. 
The  Trendelenburg  po,-,    on  should  then  be  tried. 
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DELAY  FROM  OBSTRUCTION  IN  THE  PELVIS. 

Methods  of  Diagnosing  a  Contracted  Pelvis— Measurement  of  a  Contracted 
Pelvis— Method  of  Increasing  the  Length  of  the  True  Conjugate 
during  Deliverj-  (Walcher  Position)— Risks  to  the  Mother  during 
Pregnancy  and  Labour— Abnormal  Pelvis  (^Equabiliter  Justo  Major 
Pelvis)  —  Contracted  Pelvis  (^quabiliter  Justo  Minor  Pelvis)  — 
Generally  Contracted  Rickety  Pelvis— Antero- Posterior  Contraction- 
Flat  Rickety  Pelvis  —  Diagnosis  of  a  Flat  Pelvis  -Mechanism  if 
Labour  in  a  Flat  Pelvis — Forceps  lersns  Turning — Injuries  to  tlie 
Skull,  etc.,  during  Delivery— Cases— The  Pelvis  of  Congenital  Dis 
locations  ot  Both  Hips— Split  Pelvis— Case  of  Exstrophy  of  Bladder 
and  Split  Pelvis — Spondylolisthetic  Pelvis. 

This  is  usually  caused  by  contraction  of  one  or  more  of  the 
diameters  of  the  pelvis,  either  at  the  brim  or  outlet,  or  at 
both.  The  contraction  may  be  from  deformity  of  the  pelvis, 
or  from  a  tumour.  The  former  condition  is  much  commoner 
than  the  latter. 

The  commonest  form  of  contracted  pelvis  met  with  in  Glas- 
gow is  the  flat  rickety.  In  the  Maternity  Hospital  fully  10  per 
cent,  of  our  cases  present  this  deformity  in  a  marked  degree. 
and  many  others  slightly. 

Methods  of  Diagnosing  a  Contracted  Pelvis. — Many  of 
the  women  show  more  or  less  deformity  of  the  legs,  or  spine, 
or  of  both.  The  arms  may  also  be  deformed,  and  the  forehead 
be  heavy  and  square.  In  most  cases  the  abdomen  will  be 
pendulous.  If  a  priraipara  is  observed  to  have  a  pendulous 
abdomen,  contraction  of  the  pelvic  brim  should  be  at  once 
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suspected.  Deformity  of  the  legs  or  spine  does  not,  however, 
invariably  mean  deformity  of  the  pelvis,  as  one  occasionally 
sees  cases  of  even  marked  deformity  of  these  without  the 
pelvis  being  affected.  Abdominal  palpation  is  a  very  valuable 
method  of  diagnosis,  especially  at  or  near  full  time,  when  the 
head  presents.  The  disproportion  between  the  size  of  the 
head  and  the  brim  of  the  pelvis  can  easily  be  made  out. 

Measurement  of  a  Contracted  Pelvis.— The  most  impor- 
tant external  measure,  ents  are  the  intercnstal  and  inter- 
spinous.  These  will  be  found  to  be  abnormal,  but  not 
necessarily  shortened  (in  some  instances,  as  in  flat  pelves, 
they  may  be  actually  increased).  In  a  normal  pelvis  the 
difference  between  these  two  diameters  should  be  about  1  in. 
With  a  contracted  pelvis,  especially  a  flat  one,  this  difference 
will  not  exist.  The  interspinous  diameter  will  be  nearly,  or 
quite  as  great  as  the  intercristal  one.  The  external  conjugate 
diameter  is  measured  from  just  below  the  tip  of  the  spine 
of  the  last  lumbar  vertebra  to  the  front  of  the  pubis.  As  a 
guide  to  the  length  of  the  true  conjugate  it  is  very  fallacious, 
iis  it  is  impossible  to  estimate  how  much  should  be  deducted 
for  the  thickness  of  the  pelvis  behind,  and  the  symphysis  in 
front.  Oblique  and  transverse  measurements  are  also  made, 
!mt  they  are  of  very  little  use.  The  important  external 
measurements  are  the  intercristal  and  interspinous,  i.e.,  the 
distance  between  the  widest  points  of  the  iliac  crests  and 
spine:s.  In  a  normal  pelvis  the  former  should  be  1  in.  longer 
than  the  latter.    A  fair-sized  pelvis  would  give  11  and  10  in. 

The  most  important  diometer  of  all  is  the  dicujonal  conjugate, 
as  from  it  a  very  accural  iimate  of  the  true  conjugate  can  be 
made.  It  is  measured  fiv.'.a  the  centre  of  the  promontory  to  the 
lower  edge  of  the  symphysis.  In  a  normal  pelvis  it  is  half  an 
inch  longer  than  the  true  conjugate,  but  in  deformed  pelves 
three-quarters  of  an  inch  should  be  allowed,  on  accoant  of  the 
i^reater  thickness  and  depth  of  the  symphysis  pubis*.     la  the 
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living  subject  the  diagonal  conjugate  can  be  easily  measured, 
especially  if  the  patient  is  anaesthetised.  Various  pelvimeters 
have  been  invented  for  taking  the  measurement,  but  none  of 
them  are  better  than — nor  in  my  estimation  as  good  as — the 
fingers.  The  measurement  can  be  taken  with  the  patient  lying 
either  on  her  back  or  left  side.  The  fore  and  middle  finger  of 
one  hand  are  passed  into  the  vagina  and  pressed  up  until  the 
tip  of  the  middle  finger  touches  the  centre  of  the  promontory. 
The  jwsition  of  the  'ower  edge  of  the  symphysis  pubis  is  then 
marked  on  the  edge  of  the  hand  with  the  nail  of  the  forefinger 
of  the  other  hand.     The  distance  from  this  point  to  the  tip  o{ 


Fici.  11.— Measuring  tlie  diagonal  conjugate  (Fotiiergill). 

the  middle  finger  gives  the  length  of  the  diagonal  conjugate. 
By  subtracting  three-quarters  of  an  inch  from  this  in  an  al)- 
normal  pelvis,  you  get  a  very  fair  estimate  of  the  length  of  the 
true  conjugate.  In  a  normal  pelvis  it  is  difficult  to  reach  tlie 
promontory,  unless  your  fingers  are  exceptionally  long  ;  there- 
fore, in  every  case  in  which  the  promontory  is  reached  with 
ease,  some  contraction  is  likely  to  exist.  On  the  other  hand, 
if  you  cannot  reach  it,  you  may  feel  pretty  confident  that  the 
conjugate  is  not  contracted. 

In  some  cases  a  double  promontory  is  met  with,  or  the 
may  be  a  ridge  on  the  sacrum  which  feels  very  like  the  pi 
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moiiton,  so  care  must  be  taken  10  make  sure  that  you  liave 
reached  the  centre  of  the  true  promontory,  i.e.,  the  higher  one. 
The  most  accurate  method  of  Kaugin«  the  size  of  the  con- 
jugate is  l)y  passing  the  Hngers  or  the  closed  hand  in,  and 
rotating  the  hand  into  the  conjugate.  If  the  conjugate  will 
allow  the  hand  to  pass  easily  the  thumb  may  be  placed  by  the 
side  of  the  hand,  and  the  exact  size  estimated.  My  hand 
liappens  to  be  small  and  only  measures  3  in.  across  the  knuckles, 
so  that,  when  I  find  it  will  just  pass,  I  know  I  have  to  deal 
with  a  3  in.  conjugate.  If  you  know  the  size  of  your  hand 
you  need  no  other  uieasure.  This  examination  can  only  be 
made  under  chloroform,  and  is  best  done  when  the  os  is  fully 
dilated.     .Uter  delivery  it  is  very  easily  made. 

When  measuring  the  size  of  the  conjugate,  one  should  always 
explore  the  shape  of  the  inlet  by  sweeping  the  fingers  round.  One 
side  of  the  pelvis  may  be  found  to  be  quite  roomy.  The  size  of 
the  arch  of  the  pubes  should  also  be  estimated,  and  the  curve 
of  the  sacrum  and  amount  of  projection  and  movability  of  the 
coccyx.  The  distance  between  the  ischial  tuberosities  should 
also  be  ascertained,  .\fter  some  experience  one  can  very  quickly 
form  an  estimate  of  the  size  and  shape  of  a  pelvis,  and  the 
likelihood  of  difficulties  arising  during  labour. 

Method  of  Increasing  the  Length  of  the  True  Con- 
jugate during  Delivery.— The  sacro-iliac  joints  do  not  admit 
of  much  movement,  but  when  weight  is  applied  to  the  front  of 
the  innominate  hones  they  allow  of  a  certain  amount  of  rotation 
of  these  bones.  Jiy  placing  the  patient  in  the  Walcher  posi- 
tion, it  is  ixissible  to  enlarge  the  true  conjugate  about  one-third 
of  an  inch.  The  patient  must  lie  on  her  back  with  her  hips 
at  the  edge  of  the  l)ed  or  table,  and  her  legs  hanging  down. 
The  feet  inust  not  touch  the  floor  or  he  supported  in  any  way. 
The  weight  of  the  legs  drags  on  the  front  of  the  pelvis,  princi- 
pally through  the  Y  ligament  of  Bigelow.  The  innominate 
I'uiies  aie  thus  dragged  down  from  the  sacrum,  rotation  taking 
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place  round  the  sacro-iliao  joints.  The  symphysis  pubis  \h 
drawn  down  and  away  from  the  promontory,  and  the  true  con- 
jugate is  lengthened  about  one-third  of  an  inch.    The  conjugate  at 


Pit,.  12.— Walc'liur's  po.siiidii  (Fotlici-iill). 

the  outlet  is  slightly  decreased  as  the  symphysis  pubis  is  brought 
nearer  the  coccyx,  so  that,  as  soon  as  the  liead  has  passed  the 
brim,  the  patient  should  be  placed  in  the  ordinary  position  to 
complete  delivery.     The  gain  of  only  one-third  of  an  inch  niav 
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not  seem  very  much,  but  when  the  pelvis  is  contracted  it  will 
often  enable  you  to  deliver  a  live  child  when  this  could  lot  be 
done  in  the  ordinary  obstetric  position. 

The  pelvis  may  also  l)e  enlarged  by  the  opening  up  of  the 
symphysis  pubis,  eithei   accidentally  or  by  the  operation   of 
symphysiotomy.     I  have  only  once  seen  this  happen  accident 
ally,  in  the  delivery  of  an  after-coming  head  by  suprapubic 
pressure  through  a  flattened  pelvis. 

Risks  to  the  Mother  during  Pregnancy  and  Labour.— 
During  pregnancy  the  head  is  prevented  from  sinking  into  the 
pelvis,  and  as  a  consequence  the  uterus  is  high  in  the  abdomen. 
The  interabdominal  pressure  is  thus  increased,  and  the  uterus 
is  very  liable  to  deviate  to  one  or  other  side,  or  more  frecjuently 
forwards,  causing  a  pendulous  abdomen.  The  patient  will  thus 
sufi'er  from  pressure  symptoms.  During  labour  the  head  may 
not  fit  into  the  brim,  so  the  bag  of  mtMul)raneH  will  protrude 
in  a  sausage  shape  and  rupture  early,  and  dilatation  be  much 
delayed,  or  even  prevented,  if  the  head  is  unable  to  descend. 
If  the  contractions  continue,  the  lower  uterine  segment  will 
tliiii  out,  and  Bandl's  ring  become  apparent.  There  is  then 
great  risk  of  rupture  of  the  uterus.  If  there  is  room  the  foetus 
may  ultimately  be  expelled,  but  its  head  will  be  excessively 
moulded,  and  the  bones  sometimes  indented  or  fractured  by  the 
pressure  of  the  promontory,  while  the  mother's  soft  parts  may 
suffer  from  bruising  and  laceration.  If  the  contraction  is  too 
great  to  allow  of  the  passage  of  the  fcEtus,  the  uterus  will  either 
rupture,  or  the  patient  will  die  of  exhaustion. 

During  pregnancy  the  risks  to  the  fcjutus  are  not  any  gi-eater 
than  in  an  ordinary  case,  but  during  delivery  they  are 
enormously  increased. 

Abnormal  Pelvis  (iEquabiliter  Justo  Major  Pelvis).— 
This  is  not  a  contracted  pelvis,  but  a  uniformly  enlarged  one. 
It  might  be  called  a  giant  pelvis.  The  woman  may  not  be 
very  tall,  brt  she  will  be  large  framed. 
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The  only  effect  thin  kind  of  pelvis  hua  on  labour  \h  to  allow 
of  it  beinK  quick  and  easy.  A  precipitate  labour  is  more  likely 
to  occur  with  this  than  with  an  ordinary  sized  pelvis. 

Contracted  Pelvis  (^uabiliter  Justo  Minor  Pelvi*).- 

The  justo  minor  pelvis  is  contracted,  but  not  deformed.  It  is 
merely  a  small  pelvis  of  normal  shape.  All  the  diameters  are 
equally  contracted.  In  some  the  contraction  is  very  sli»  and 
has  little  effect  on  labour,  while  in  others  it  may  be  sutticient 
to  render  lalx)ur  very  difficult. 

The  patient  may  l)e  a  small  woman,  but  she  is  not  neoes- 
sarily  so.  Many  smsiU  women  have  perfectly  normal  pelves. 
The  promontory  will  be  reached  with  ease,  and  the  diagonal 
conjugate  found  under  4J  in.  The  transverse  diameters  will 
be  smaller  than  usual. 

Labour  in  a  justo  minor  pelvis  is  more  difficult  than  iti 
a  normal  one.  The  mechanism  of  labour  is  the  same,  only 
flexion  must  be  very  marked,  to  allow  as  small  a  diameter 
as  possible  to  pass.  Artificial  delivery  will  very  l.kely  l)e 
necessary.  These  are  typical  cases  for  forceps.  If  force])s 
fail,  and  the  child  is  still  aliv  \  a  symphysiotomy  may  be  done. 
If  the  child  is  dead  do  a  craniotomy.  CaBsarian  section  will 
rarely  be  necessary,  unless  the  child  is  very  large.  If  the  head 
fails  to  enter  the  brim,  and  is  evidently  too  large  to  pass,  a  sec- 
tion will  be  called  for,  if  the  child  is  alive.  If  great  ditticulty 
is  experienced  in  delivering  the  child  in  the  first  labour,  an 
induction  of  laboui'  should  be  done  in  subsequent  pregnancies. 

A  generally  Contracted  Rickety  Pelvis  is  sometimes 
met  with.  The  promontory  will  be  pushed  forward  somewhat, 
so  the  conjugate  diameter  will  be  shortened,  but  there  will 
not  be  the  lengthening  of  the  transverse  diameter  which  is 
characteristic  of  a  true  flattened  pelvis.  The  development  of 
the  pelvis  has  been  interfered  with  by  rickets,  but  the  softening 
of  the  bones  has  not  been  sufficient  to  allow  of  great  flattening 
of  the  pelvis. 
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Antero>Posterior  Contraction— Flat  Rickety  Pelvis 

In  thin  condition  th«  pelvJH  In  fliittt'iiwi  from  bcfort'  hiickwiinU, 
/>.,  the  promontory  in  pashed  forwurclH,  and  thi'  pul»iM  Imck- 
wardH.  The  conjugate  diameter  at  the  brim  iH  decreiiHOtl,  while 
the  transverse  one  i»  increiwed.  The  hrim  ia  kidmy-HhajHJcl, 
and  its  incUnation  iH  increaHed.  The  iliac  l)<>neH  arc  thickened 
and  dattenwl  ■  ut,  so  that  the  interspinous  jliameter,  inHtead  of 
l)einK  an  inch  shorter  than  the  intercristal,  is  equal  to  it,  or 
even  greater.  The  Hacrum  iH  flatter  than  in  an  ordinary  {lelvis, 
the  ischial  tuberosities  farther  ai»irt,  and  tht  pubic  arch  is 
wider.     The  outlet  is,  therefore,  increased  in  .a/f.     The  con- 
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traction  lies  at  the  In-im  in  the  antero-ijosterior  diainett-r,  and 
it  is  there  ditHculty  arises.  Let  the  head  once  pass  the  brim 
and  there  will  be  no  difficulty  at  the  outlet. 

In  the  great  majority  of  cases  flattening  of  the  pelvis  is  due 
to  rickets  in  infancy,  i)ut  occasionally  a  non-rachitic  flat  pelvis 
is  seen,  due  to  some  iJeculiarity  in  development,  as  no  trace 
of  rickets  or  othe;  disease  can  be  found.  As  already  stated, 
we  sometimes  have  more  or  less  flattening  from  rickets  in  a 
f^enerally  contracted  pelvis. 

Rickets  is  a  disease  of  the  flrst  and  second  years  of  life.  The 
cartilaginous  elements  from  which  the  bones  are  developed  grow 
rapidly,  but  at  first  there  is  a  want  of  deposition  of  the  mineral 
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oonetituenU  and  the  booes  remain  very  nof-  and  any  meohanical 
foroo  Applietl  to  them  will  oiuwn  bcmlin-^.    Thin  iM  iiuito  evidfiit 
in  the  arinnjegs  and  spine,  but  the  samo  thinx  hapjienH  in  fl.o 
pelviH.     The  w>  l^ht  of  tho  brxly  ia  tmn«inittwl  nn  »  downwnid 
forcje,  along  a  linn  which  pasHen  through  the  promontory  of  the 
uaorum.   The  force  iH  transmitted  from  the  sacrum  to  the  pelvin. 
and  then  to  the  ground  through  the  acetabula  and  legs  in  stan.i- 
ing  or  walking,  or  through  the  ischial  tulwrositien  in  sitting'. 
While  the  child  iu  sitting,  the  downward  force  is  partly  spent  in 
acting  in  the  plane  of  the  brim,  and  this  tends  to  force  tlie 
promontory  forwards,  i.e.,  to  shorten  the  brim  antero-poHtc- 
riorly,  and  necessarily  to  widen  it  trauHversely.     In  the  same 
way,  sitting  tends  to  widen  the  outlet.    In  standing,  the  upward 
pressure  through  the  acetabida  tends  to  force  the  sides  of  the 
pelvis  inwards,  and  thus  to  narrow  it  transversely.     A«  a  rule, 
a  rickety  child  cannot  walk  while  the  pelvis  is  soft,  but  in  the 
diseasr   o^'eo-malacia,   "hich   is  one  of  adult  life,   the   boius 
become  very  sr'  ,  and  we  have  this  forcing  in  of  the  sides  of 
the  pelvi  .     In  some  cases,  however,  the  rickets  occur  when 
the  child  is  walking,  and  we  then  have  the  acetabula  U  .ced  in. 
giving  rise  to  the  triradiate  or  pseudo-malacosteon  pelvis.     If 
there  is  much  lateral  curvature  of  the  spine,  the  weight  of  the 
body  will  Iw  thrown  to  one  side,  and  that    .ide  will  be  pressed 
in,  giving  rise  to  the  scolio-rachitic  obliquely  contracted  pelvis. 
WitV      ikets  we  thus  find  a  number  of  different  deformities  of 
the  pelvia.  but  the  flat  pelvis  is  by  far  the  commonest  one. 

Diagnosis  of  a  Flat  Pclvia.— In  most  cases  the  patient  will 
show  indication  of  rickets,  in  deformity  of  the  limbs,  etc.,  and 
the  abdomen  will  be  very  prominent.  The  iliac  crests  will  te 
felt  to  be  thicker  and  less  curved  than  usual.  The  intercristal 
and  interspinous  diameters  will  be  found  to  be  nearly  the  same 
length.  The  head,  if  it  presents,  will  be  felt  lying  free  ahnve 
the  brim,  and  if  there  is  much  contraction  it  will  overlap  the 
top  of  the  symphysis.     On  making  a  vaginal  examinatioji  the 
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promontor>'  will  be  renohed  with  ease,  and  the  presenting  part 
will  b.'  fuiirid  lyiiiK  .ibovp  the  brim.  If  it  is  tb..  b.iul.  it  will 
UHimlly  1)6  lyinn  tranHverHely,  with  the  .interior  and  |x)Hterior 
lontunellea  on  nc.u  ly  the  Hanii;  levoi  and  th«  naKittiil  HtUure  in 
the  tmnsverne  diarnetor  of  the  pelvifi.  either  near  the  ayniphysia 
or  the  promontory.  acc.)rdin«  to  which  |)arietal  bone  in  present- 
inK.  The  m.'mbraneH  are  liable  to  protrude  in  a  Hau8a«e  shai* 
and  to  rupture  early. 

/Vo;/»w«w.— ThiH  will  depend  uiwn  the  an.ount  of  contraction, 
the  relative  nhe  of  the  head  and  the  way  in  which  it  pre- 
soiits.  If  it  iH  a  oaHo  in  which  natural  efforts  can  finish  the 
lulwur  in  a  reasonable  time  the  riskH  should  not  l>«  very  great. 
(Jm  the  other  hand,  if  urtiHcial  interference  is  recpiired,  the  risk 
10  the  mother  will  bo  considerably  increasetl.  and  may  leave 
little  or  .10  hoiM.  for  the  child,  who  is  doon.ed,  if  a  destructive 
opfrutioii  be  required. 

Mechanism  of  Labour  in  a  Flat  Pelvis.  -This  differs 
sumewhat  from  that  in  an  ordinary  i^dvis.     The  head  usually 
prusonts  with  the  occipito-frontal  diameter  in  the  transverse  of 
the  pelvis.    The  head  is  not  flexed,  so  the  anterior  and  i^sterior 
fontunelles  are  on  a  level.     It  is  here  we  see  the  tvpicvl  parietal 
presentations  mentioned  on  page  806.     The  anterior  parietal 
invs  utation  is  the  most  usual  one.     The  s..«ittal  suture  will 
he  Ui  running  transversely  across  the  pelvis  near  the  promoti- 
loiy.     W  hen  the  posterior  parietal  presents,  the  sagittal  suture 
will  he  felt  near  the  symphysis.     Tb.  bi-parietal  diameter  of 
the  head  lies  in  the  conjugate,  but  this  is  the  longest  transverse 
'hameter  of  the  head  in  the  shortest  diameter  of  ^he  pelvis.     To 
l-nng  the  bi-temporal,  or  shortest  diameter  of  the  head,  into  the 
conjugate,  the  fore  part  of  the  head  dips  a  little,  01  extends 
slightly,  and  the  head  slips  towards  its  occipital  end      U  it  is 
tm  anterior  parietal  presentation,  the  sagittal  suture  will  be  felt 
to  pass  nearer  the  promontory  than  it  was  when  labour  be-mn 
-nd  the  parietal  bone  will  l,e  felt  coming  lower  in  the  pelvis' 
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When  it  has  advanced  a  certain  distance  it  becomes  pivoted,  as 
it  were,  on  the  symphysis,  and  the  posterior  side  of  the  head  is 
gradually  driven  down  round  the  promontory.  The  sagittal 
suture  will  now  be  felt  to  come  forwards.  A  groove  or  depres- 
sion may  be  formed  by  the  promontory,  as  the  posterior  side  of 
the  head  rounds  it.  When  the  posterior  parietal  presents,  it  gets 
pivoted  on  the  promontory,  and  the  anterior  side  of  the  head  is 
driven  round  the  symphysis,  the  sagittal  suture  passing  towards 
the  centre  of  the  pelvis.  The  posterior  side  of  the  head  may  he 
indented  by  the  promontory. 

After  the  head  has  passed  the  bi-im,  the  mechanism  becomes 
much  the  same  as  in  an  ordinary  pelvis.  A  certain  amount  of 
flexion  will  occur,  and  internal  rotation  of  the  occiput  forwards, 
and  extension.  As  the  outlet  is  enlarged,  the  head  will  escape 
easily ;  but,  as  the  sacrum  is  straighter  than  usual,  the  perineum 
may  easily  be  torn. 

The  anterior  parietal  presentation  is  a  much  more  favoural)ie 
one  than  the  posterior.  Fortunately  it  is  the  commoner  of  tliu 
two. 

In  the  non-rachitic  fiat  pelvis,  where  the  transverse  dianiotei' 
of  the  pelvis  is  somewhat  lessened,  the  head  cannot  extend 
or  slip  towards  its  occipital  end  ;  it  becomes  extremely  Hexed, 
and  passes  down,  as  in  a  generally  contracted  pelvis.  The 
posterior  parietal  bone  will  be  grooved  in  a  more  or  less  Ioiij;i- 
tudinal  direction,  as  it  passes  the  promontory. 

I'reatmcnt. — This  will  depend  upon  the  amount  of  contraction. 
and  the  relative  size  of  the  child's  head.  If  the  truL'  eon- 
jugate  is  2','  in.,  (  less,  there  will  be  little  hope  of  getting  n  live 
child  through,  unless  the  head  is  very  sntall.  If  the  ciiilil  is 
alive,  Cuesarian  section  should  be  done  as  soon  as  the  <i^  is 
dilated  sutficiently  to  admit  a  finger.  If  the  conjugate  is  iindei 
2  in.,  Caesarian  section  should  be  done,  even  if  the  child  is  d-  ad: 
unless,  indeed,  it  is  macerated.  If  the  conjugate  is  from  '!  in. 
to  3.'  in  .  s'nd  the  head  is  not  verv  large,  delivery  of  a  live  rhikl 
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may  be  possible,  either  by  forceps  or  turning,  placing  the  patient 
in  the  Walcher  position  while  bringing  the  head  through  the 
brim.  Symphysiotomy  is  a  very  suitable  operation  in  such 
cases.  If  the  child  is  dead,  craniotomy  should  be  done.  At  the 
present  day  one  is  rarely  justified  in  doing  craniotomy  on  a 
live  fihild,  unless  there  are  strong  reasons  against  either  Caesarian 
section  or  symphysiotomy. 

When  the  case  is  first  seen  one  should  decide,  as  soon  as 
possible,  on  the  method  of  delivery.     If  it  is  to  be  C»sarian 
section  the  sooner  it  is  done  the  better,  before  the  woman  becomes 
exhausted.     If  the  case  be  under  observation,  I  would  do  the 
operation  before  the  actual  pains  set  in,  i.e.,  as  soon  as  the 
cervix  is  taken  up  and  the  os   will  admit  a  finger.     If  it  is 
decided  to  deliver  through  the  natural  passages,  the  membranes 
should  be  preserved  as  long  as  possible.     If  they  rupture  early, 
as  they  are  apt  to  do,  dilatation  will  be  hindered,  and  in  many 
cases  will  have  to  be  done  artificially,  either  manually  or  by  the 
use  of  Champetier  de  Ribes'  or  Barnes'  bags.     The  bags  are 
most  useful  in  these  cases,  as  they  retain  a  certain  amount  of 
the  liquor  amnii  in  the  uterus.     The  second  stage  should  be 
allowed  to  go  on  for  several  hours,  if  there  is  a  chance  of  the 
labour  being  finished  by  natural  efforts,  or  if  you  have  decided 
to  use  forceps.     The  patient,  however,  must  be  watched  care- 
fully, especially  if  the  pains  are  strong,  and  on  the  first  indication 
of  thinning  out  of  the  lower  uterine  segment  and  the  appearance 
of  Bandl's  ring,  steps  must  at  once  be  taken  to  deliver  by  for- 
ceps, symphysiotomy,  or  craniotomy,  but  never  by  version.     If 
v.^rsion  is  decided  upon,  it  should  be  done  at  the  beginning  of 
the  second  stage,  and  never  when  the  uterus  is  firmly  retracted 
round  the  child. 

Forceps  versus  Turning.— At  one  time  turning  was  almost 
itnuriably  done  in  flat  pelves  in  preference  to  delivery  by  for- 
i-'t'ps,  but  since  axis-traction  instruments  have  come  into  use 
tlif  >  .ire  much  more  frequently  used  than  the  older  forms  were 
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There  are  certain  cases  in  which  turning  will  give  thu  best 
ohances  of  getting  a  live  child  through,  while  there  are  others 
in  which,  I  believe,  axis-traction  forceps  are  preferable.     If  the 
pelvis  is  wider  towards  one  side  than  the  other,  and  if,  by  turn- 
ing, you  can  bring  the  head  through  that  side,  then  manifestly 
turning  is  preferable  to  forceps.     Anterior  parietal  presentations 
are  the  ones  which  are  most  suited  for  forceps,  just  as  they  are 
the  on3s  in  which  natural  delivery   most  frequently  occurs. 
Posterior  parietal  presentations,  on  the  other  hand,  are  not  so 
suitable  for  forceps  delivery,  and,  if  possible,  version  should  be 
done.     In  all  cases  the  Walcher  position  should  be  adopted 
while  the  head  is  passing  the  brim.     After  the  head  has  passed 
the  brim,  the  instruments  should  be  taken  otf  and  reapplied  to 
the  sides  of  the  head,  as  thf  first  grip  will  necessarily  have 
been  antero-posterior  as  regards  the  head.     Care  must  be  taketi 
of  the  perineum,  as  it  may  very  easily  be  torn.     .Antero-posterioi' 
forceps  have  been  devised  for  these  cases.     The  blades  are 
applied  to  the  sides  of  the  head  and  lie  antero-posteriorly  in  the 
pelvis,  but  I  do  not  think  they  are  as  useful  instruments  as  the 
ordinary  axis-traction  ones.     For  one  thing,  it  is  impossible 
properly  to  apply  the  axis-traction  principles  to  them.     The\ 
are  very  powerful  instruments,  and  mischief  may  be  done  witli 
them. 


Injuries  to  the  Skull,  etc.,  during  Delivery. 

If  there  has  been  much  difficulty  in  delivering  the  head,  the 
portion  of  the  skull  which  lay  against  the  promontory  will 
probably  be  found  to  have  an  indentation.  This  may  be  a 
spoon-shaped  depression,  or  an  ordinary  depressed  fracture. 
The  spoon-shaped  depressions  usually  rise  ui  themselves  in 
a  short  time,  but  they  can  be  elevated  at  once  by  compressing 
the  head  antero-posteriorly.  This  should  be  done  at  once  to 
relieve  pressure  upon  the  brain.  If  it  is  a  depressed  fmctur  • 
it  cannot  be  raised  in  this  way.     The  brain  may  be  lacerated, 
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and  this  will  probably  cause  the  child's  death.     Immediate 
elevation,  by  cutting  down  and  inserting  a  probe  or  periosteum 
elevator  under  the  bone,  above  the  dura  mater,  has  been  done 
successfully  in  a  number  of  cases  (see  case,  page  577).    It  should 
be  done  with  strict  aseptic  precautions.    Where  the  child  shows 
difticulty  of  breathing,  elevation  of  the  bone  usually  relieves  it 
very  quickly.    In  some  cases  there  may  be  no  injury  to  the  skull, 
but  meningeal  haemorrhages,  or  haemorrhages  into  the  brain 
substance,  may  cause  the  death  of  the  child.    These  occur  more 
frequently  when  the  head  has  come  last.    If  the  child  recovers  it 
may  develop  imbecility.  It  is  difficult  to  say  how  often  imbecility 
may  be  tmced  to  injury  during  birth,  but  I  have  certainly  seen 
it  follow  in  a  marked  degree  in  one  case,  and  in  a  lesser  degree 
in  another.     In  the  first  case  the  delivery  was  by  the  breech. 
There  was  great  difficulty  in  resuscitating  the  child,  and  he  then 
l)egan  to  have  convulsions,  which  continued  for  thirty-six  hours. 
These  were  finally  checked  after  small  doses  of  chloral  hydrate 
had    l)een   repeated  every  fifteen  minutes,   until  he   had  got 
15  gr.     He  then   slept   for  three  days.    I)ut  could   be  roused 
long  enough  to  swallow  a  little  milk.     He  is  now  six  years 
old  and  is  an  imbecile,  able  to  say  a  few  words  and  to  walk 
with  considerable  difficulty.     The  convulsions  were  continuous, 
and  so  terrible  that  I  persisted  with  the  chloral  in  order  to  stop 
I'vni  at  any  risk.      The  second  case.  I  delivered  with  axis- 
traction  forceps,  after  other  instruments  had  lieen  tried.     I  was 
sent  for  to  do  a  craniotomy,  but  managed  to  deliver  the  child 
alive.    He  had  no  convulsions,  but  at  the  age  of  four  he  speaks 
with  difficulty  and   shows  a  certain  amount  of  weakness  in 
l)rain  power.     He  will  prol)ably  outgrow  the  condition. 

Injury  to  the  eye  is  sometimes  caused.  This  may  be  by  the 
blade  of  the  forceps,  or  by  ihe  promontory  crushing  the  temple 
and  fracturing  through  the  orbital  plate.  The  eye  may  be  com- 
pletely enucleated.  Opacity  of  the  cornea  sometimes  occurs 
from  the  pressure.     It  may  render  the  whole  cornea  opaque. 
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but  in  all  caaes  observed  by  me  there  has  been  a  linear  densei 
opacity  about  the  centre  of  the  cornea,  running  up  and  down. 
In  several  cases  I  observed  this  linear  density  immediately  after 
the  birth  of  the  child.  The  condition  is  evidently  caused  by 
pressure.  It  clears  up  to  a  larj^e  extent,  but  the  linear  opacity 
is  liable  to  remain.  HiemoiThat,'es  may  occur  into  the  anterior 
chaml)er  of  the  eye.  under  the  retina,  or  conjunctiva,  or  even 
into  the  optic  nerve. 

With  flat  pelves,  as  with  other  abnormal  ones,  inalpresenta- 
tions  are  common.  The  most  frequent  malpresentation  is 
transverse.  It  should  be  dealt  with  by  version,  but  this  should 
never  l)e  attempted  if  the  uterus  is  retracted  round  the  child, 
as  rupture  of  the  uterus  will  be  caused.  An  erabryulcia  should 
then  be  done.  If  the  face  presents  version  should  be  done 
early,  but  if  the  face  is  jammed  in  the  pelvis  forceps  should  be 
tried,  and  if  the.  fail,  craniotomy.  The  most  difficult  face 
case  I  have  ever  dealt  with  was  in  a  flat  pelvis.  The  face  was 
jammed  in  the  jrelvis  transversely.  The  ordinary  curved  in'tru- 
ments  were  of  no  use,  but  I  managed  to  deliver  with  straight 
ones.  Forward  rotation  did  not  occur  until  the  face  was 
partially  born.     The  flattening  of  the  pelvis  had  prevented  this. 

The  cord  is  very  liable  to  La  prolapsed  in  contracted  pelves. 
It  should  be  dealt  with  in  the  usual  way. 

The  Pelvis  of  Congenital  Dislocation  of  both  Hips.— 
The  al)normal  position  of  the  heads  of  the  femora  on  the  dorsa 
ilii  causen  ii  considerable  widening  of  the  pelvis  transversely, 
both  at  the  brim  and  outlet.  The  conjugate  will  be  relativeh 
shortened.  At  tlie  outlet  the  tubera  ischii  are  wide  apart  ami 
the  pubic  angle  much  increased. 

If  the  dislocation  is  on  one  side  only,  that  side  of  the  pelvic 
will  be  widened,  and  the  symphysis  be  pulled  a  little  towards 
the  same  side. 

There  is  not  likely  to  be  any  difficulty  with  the  labour. 

Split  Pelvis.— In  this  pelvis  there  is  a  congenital  aosemv 
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of  the  symphysis  pubis,  and  the  bones  are  connected  by  a 
fibrous  band.  The  pressure  of  the  femora  rotates  the  innom- 
inate bones  about  the  sacrum,  so  that  the  posterior  ihac  spines 
approach  each  other.  The  sacrum  slips  forwaids  and  down- 
wards, and  in  extreme  cases  it  looks  as  if  the  pelvis  were  in- 
verted. The  poivis  is  flattened  and  widened  much,  as  in 
rickets.  Ic  is  usually  associated  with  extroversion  of  the 
bladder,  and  therefore  pregnancy  is  exceedingly  rare.  The  gap 
in  front  allows  of  delivery  without  difhculty,  but  the  perineum 
is  usually  torn. 

Case  of  Exstrophy  of  Bladder  and  Split  Pelvis  Compli- 
cating Labour.— I  am  indebted  to  my  friend,  Dr.  James 
Adam,  of  Hamilton,  for  the  notes  and  drawings  of  this 
case.' 

"The  patient  as  I  first  saw  her  in  Novemter,  1900.  was 
a  well-nourished  woman,  aged  twenty-two,  and  about  five 
months  pregnant.  In  earlier  years  she  had  been  told  by  a 
doctor  that  the  extroversion  might  get  all  right  when  she 
was  twenty-one.  She  seems  to  have  Relieved  and  acted  on 
this  ;  at  any  rate  she  got  married  at  that  a^e 

"  Examination  of  the  abdomen  snowed  the  following  three 
structures  from  above  downwards  : 

"  1.  An  umbilical  area  of  about  3  in.  in  diameter  covered 
by  thin  parchment-Hke  cuticle  which  hardly  seemed  strong 
enough  to  retain  the  protruding  intestines  :  yet  the  hernia 
did  not  enlarge. 

"  2.  A  vesical  area  immediately  adjoining  the  umbilical  area 
ftbove,  of  about  the  same  diameter,  and  extending  below  to 
the  tissue  which  replaced  the  pubic  symphysis.  This  area, 
'ealiy  a  small  portion  of  the  posterior  wall  of  the  bladder, 
projected  about  1  in.  above  the  general  surfa«:e,  and  shaded  off 
at  its  margin  into  the  surrounding  skin,  but  at  its  inferior  and 

'  Dr.  Adam  has  published  notes  of  this  case  in  tlie  Oetobcr  number 
(1!)02)  of  the  .loHnial  „f  Ohstetrics  and  (i,,nfec„lnqi,  „f  the  firiti.sh  Empire. 
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most  prominent  part  presented  a  raw,  excessively  tender 
muooup  surface  on  which  the  ureters  opened  about  1  in.  apart, 
and  from  which  tiny  jets  of  urine  occasionally  spurted  over  the 
parts  below  (there  was  not  a  continuous  forceless  trickle). 
Gentle  pressure  just  above  the  ureteral  orifices  would  srme- 
times  cause  a  spurt  of  urine,  so  that  evidently  there  was  a 
fimall  ampulla  of  each  ureter  just  above  its  orifice. 

"  3.  Below  the  vesical  area,  and  o'iparating  it  from  the 
vaginal  orifice,  was  a  very  firm  fibrous  band  uniting  the  gap 
between  the  pubic  bones.  This  gap  measured  3;'  in.  The 
lower  end  of  the  recti  muscles  seemed  to  be  attached  to  the 
bones  and  not  to  fascia,  and  converged  upward  to  the  middle 
line  above  the  umbilical  area. 

"  Separating  the  lower  part  of  the  median  area  described 
above  from  the  thighs  were  the  labia  majora.     These  were 
large  and  diverged  upwards.     Just  inside  them  inferiorly  were 
the  enlarged    cedematous  nymphse.     The   left   was   specially 
cedematous  and  pendulous,  almost  hanging  between  the  thighs. 
The  vaginal  orifice  was  surrounded  by  a  soft  fringe  of  mucous 
membrane,  and  with  difficulty  admitted  two  fingers.     The  os 
uteri  was  within  1  in.  of  the  orifice,  the  anterior  fornix  bein-,' 
easily  reached  in  front  of  the  os,  but  the  posterior  fornix  laj- 
much  deeper,  say  2i  in.     This  greater  depth  seemed  due  to 
the  perineum  being  larger  and  thicker  than  normal,  for  other- 
wise the  vagina  was  decidedly  short,     I  could  make  out  no 
trace  of  the  clitoris.    The  patient  during  the  day  wore  a  rubber 
urinal,  at  night  lay  on  pads.     Previous  to  conception,  menstru- 
ation  had  always   been  easy  and  reguiar  every  four  weeks. 
For  the  greater  part  of  the  last  three  months  of  pregnancy  she 
had  to  be  in  bed,  owing  to  cedema  of  the  labia  minora,  aiul 
threatened  prolapse  of  the  uterus. 

"  I  was  called  in  to  her  on  31st  March,  and  found  decided 
uterine  contractions,  but  the  cervical  canal  still  quite  distinct. 
The  temperature  was  103-5°  F.  and  had  evidently  been  up  for 
some  days  previous,  as  malaise,  loss  of  appetite  and  a  feelin-; 


DELAY  FROM  OBSTRUCTION  IS  THE  PELVIS. 


■J  70 


of  feverishnt'HH  had  existed  for  about  a  week.  Also  she  hail 
had  three  hours  of  uterine  pains  the  previous  day.  I  ^ave 
her  a  morphia  suppository ;  the  pains  ceased  and  the  patient 
slept.  Next  morning,  Ist  April,  she  felt  fairly  well  and  the 
temperature  was  100"2°F.,  but  at  4  p.m.  and  9  p.m.  was  104  F., 
notwithstanding  quinine  and  salol.  Labour  began  at  11  p.m., 
and  at  3  a.m.,  2ud  April,  I  found  the  membranes  tense  and 
protruding  at  the  vaginal  orifice.  The  long  tough  perineum 
and  possibly  the  pubic  gap  caused  the  head  to  pass  unusually 
well  forward,  and  a  healthy  female  child  weighing  probably 
()  lb.  was  soon  born.  The  anterior  part  of  the  perineum  and 
also  the  so^t  fringe  round  the  vaginal  orifice  were  torn.  The 
membranes  were  adherent  at  the  fundus  ;  T  had  twice  to 
insert  my  hand  to  remove  them.  For  this  reason  and  con- 
sidering that  the  bruised  lacerated  parts  were  constantly  bathed 
in  urine,  that  the  patient  had  a  high  temperature,  and  that 
her  mother  and  only  sister  died  in  childbed,  I  gave  an  intra- 
uterine douche  of  weak  carbolic  in  boiled  water,  stitched  the 
IJtnneum  in  order,  if  possible,  to  cover  the  os,  dusted  with 
luistol  and  applied  a  bichloride  dressing.  At  11  a.m.  the 
temperature  was  97'2  F.,  at  8  p.m.   101*5"  F. 

"The  following  day  (second  of  puerperium)  the  temperature 
lit  noon  was  103  8  F.,  the  parts  round  the  vaginal  orifice  black 
and  sloughy,  the  cervix  presenting  here,  and  its  superficial 
parts  sloughing  ;  abdomen  distended.  Vaginal  douche  (weak 
bichloride),  boric  wool  substituted  for  the  bichloride  dressing, 
salol  and  calomel  internally.  Third  day  of  puerperiam.  Tem- 
perature at  11  A.M.  9o';T  F.,  at  9  p.m.  99-5  F.  Bowels  moved 
twice,  OS  and  cervix  projecting  about  2  in.  beyond  vaginal 
orifice  and  covered  with  dark  superficial  slough. 

"  After  this  the  temperature  kept  subnormal,  but  vaginal 
douching  was  continued  till  the  sloughs  separated  about  the 
sixth  and  seventh  days.  For  a  time  the  patient's  chance 
seemed  small,  high  temperature,  abdomen  distended,  the  thin 
parchment-like  umbihcal  area  ballooned  out  with  intestine,  the 
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margin  of  the  vaginal  orifioe  sloughing,  and  together  with 
the  superficially  sloughing  and  exposed  cervix  being  constantly 
bathed  in  uiine.  To  my  surprise  the  perineal  stitches  helil 
and  &'  .nd  healed  in  greater  part.  I  failed  to  make  out 
the  cause  o'  the  pyrexia  which  was  even  more  marked 

before  than  after  labour  Possibly  constipation,  which  was 
troublesomb,  had  something  to  do  with  it.  For  this  reason 
salol,  calomel,  and  saline  purgatives  were  given. 


Fig.  14. 


-Exstrophy  of  bladder  and  split  pelvis  (Adam). 


"  It  is  to  be  noted,  whereas  Klein  says  that  in  most  of  the 
seven  labours  complicated  by  exstrophy  of  the  bladder  as 
tabulated  by  him  the  perineum  gave  trouble  and  requireil 
incision,  there  was  no  need  for  operative  interference  in  thi« 
case  although  the  perineum  was  long  and  tough.  The  some- 
what small  size  of  the  child  may  account  for  this.  As  in- 
volution proceeded,  the  cervix  gradually  receded  till  it  came  to 
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lie  just  at  the  vaginal  orifice.  Prolapse  of  course  now  occarH 
with  the  erect  posture,  but  the  womb  is  easily  kept  up  by 
ii  rubber  cup  and  sten)  pessary,  which  the  patient  wears  in 
iwldition  to  her  rubber  urinal.  She  was  seen  by  Dr.  R.  H. 
Hany  with  a  view  to  operation  for  tht-  extroverHion,  but  this 
she  in  the  meantime  declines. 

"  A  photogi-aph  was  taken  on  the  fifth  day,  from  which,  and 
from  an  examination  of  the  patient,  at  much  trouble  to  himself, 
my  friend,  Dr.  John  Lindsay,  of  Glasgow,  has  made  the 
iiccompanyinj;  excellent  drawings." 


\ 


\ 
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Fir,    15. — Exstrophy  of  bladder  and  split  polvis.     Semi-pro/ile  view  in 

outline  (Adam). 

Spondylolisthetic  Pelvis.— In  this  condition  the  last  lumbar 
vertebra  has  partly  slipped  down  in  front  of  the  promontorv, 
imd  thus  partially  blocks  the  brim.  This  may  be  the  result  of 
sudden  or  continued  strain,  when  the  body  of  the  last  luml)ar 
vertebra  has  not  ossified  properly,  or  has  become  weakened  by 
caries.  If  the  last  lumbar  vertebra  is  defective  and  the  {)ersoii 
goer,  about,  and  especially  if  she  attempts  to  do  heavy  work,  the 
downward  pressure  will  cause  the  body  to  slip  forwards  gradu 
ally,  or  suddenly.  The  body  of  the  vertebra  forms  a  blunt 
wedge,  with  its  base  in  the  brim  of  the  pelvis.     It  becomes 
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ossified  in  ittt  new  powtion,  and  the  new  bone  formation  further 
blocks  the  brim. 

The  effect  upon  the  sacrum  Ih  to  displace  itt  .ipjier  \mt  biick- 
wardH,  and  bring  the  lower  part  and  the  coccyx  forwards.  'I'h, 
backward  pressure  of  the  sacrum  separa.es  the  iliac  l)ones,  and 
widens  the  distance  l)etween  the  posterior  superior-iliac  spines. 
The  inclination  of  the  pelvis  to  the  honzon  is  diminished,  and 
increased  strain  is  thrown  upon  the  ilio-fenioral  li<'aments,  and 
the  upper  part  of  each  innominate  bone  is  pulled  outwards,  whilt- 


Fin.  16.  -SiKindylolisthetic  pelvis  (Fotliergill). 


the  lower  part  goesi  inwards.  The  transverse  diameter  of  the 
l)elvi8  is  thus  widened  at  the  brim  and  narrowed  at  the  outl.t. 
At  the  brim  the  conjugate  is  lessened  and  the  transverse  in- 
creased, while  at  the  outlet  the  conjugate  and  transverse  nw 
both  lessened. 

The  patient's  body  is  deformed.  The  spine  is  shortened, 
and  there  is  great  lordosis.  In  a  bad  case  the  lower  ribs  will 
be  found  sunk  into  the  false  pelvis.  The  patient  walks  wuh 
very  short  steps,  and  the  feet  are  slightly  inverted. 

Diafinosi.s.— From  the  history  and  external  appearance  of  the 


DELAY  FROM  OUSTRt'CTlOX  IS  TIIK  l'i:!.V!S. 


a«l 


woman  one  may  form  a  pretty  accurate  notion  of  the  ileformity. 
A  vaginal  examination  will  reveal  that  the  oonjugate  nt  the 
brim  in  narrowed  hy  the  projecting  forwards  of  the  Innt  lumbar 
vertebra.  This  false  promontory  will  be  very  eanily  roachetl. 
At  the  outlet  the  ischial  tul)erositieH  will  \m  found  closer  to- 
gether than  in  a  normal  i)elvis,  and  the  Hacrum  and  coccyx  will 
project  well  forwards.  The  condition  at  the  outlet  in  the  Hnme 
an  that  found  in  a  kyphotic  (lelviH. 

PnujiioHiH. — It  is  a  more  seriouH  deformity  than  a  Hat  pelvis 
with  an  equal  contracti(  n  at  the  brim,  >)ecau8e  the  outlet  is  also 
contracted. 

Treatment. — This  depends  upon  the  degree  of  deformity, 
which  can  be  estimated  by  the  length  of  the  conjugate.  The 
shorter  this  is,  the  gn'iter  will  be  the  deformity  at  the  outlet. 
.Artificial  delivery  will,  as  a  rule,  be  required.  Much  the  same 
metho«ls  have  to  be  adopted  as  with  Hat  pelves,  so  that  the 
rules  already  given  for  dealing  with  the  latter  cases  apply  to 
these  also. 


CHAPTER  XXII 
roVTUXCTED  PKTA-KS  (r„„i„n„;l). 

(•on>preH»..,l  I>elvi»-MalacoHteou  ..r  Onteo-nialrtcir  ^elviH_pMudo.^r^la 
eoHteon  I'elvi.-Tran.vem.  Contraotion-Kyphotic  PflviH-Holu,, , 
Iflv.H-Infantil..  PdviH_Fun..el..Shapc<l  .,r  Mai,.  PdviH-Obli,,,,, 
Coiitraotion-Scolioti..  IV-lviH-Naegeli.  I'cJviK-Coxalgic  IVIvi,- 
ObHtruction  from  Tumour,  of  the  Polvis-Sarcomatou.-Kn.h,,,,. 
firoma  ..f  tli.*  F'elvU  ((^a<»«). 


(.'OMPRRH8KD    PRLVIK. 

Malacosteon   or   Osleo-malacic  Pelvis.  -  Osteo-malacia 
IS   tt   (l.Hcase    miely   seen    in   Rritain.    but   it    is   endemic    i„ 
certain  parts  of    Europe  and  in   hot  climates.      It    produces 
extreme  softening  of  the  Injnes,  and,  as  it  occurs  in    adults 
i3  press...,,   of  the  l)ody  weight  and  the  pull  of  the  ir.usclcs 
will  cau.se  excessive  defor.nity  of  the   pelvis.      When  stiuui- 
ing,  the  l)ody  weight  presses  the  promontory  forwards,  and 
the  upward  pressure  through  the  acetahula  "forces   the  sides 
of  the  pelvis  inwards.     When  sitting,  the  pressure  upon  the 
ischial  tuberosities  forces  them  inwards,  and  the  sacrum  doul.l,.^ 
upon  itself.      The  pubes  give  way  and  bend  inwards  at   tl.e 
thin  part  of  the  superior  rami,  and  the  sides  of  the  arch  also 
approach,  thus  forming  the  rostrum  or  beak.     In  the  false  pelvis 
the  ihac  bones  bend  and  assume  a  scoop  shape.     The  inlst  nf 
the  pelvis  assumes  a  V  or  triradiate  shape,  hence  the  name 
triradiate  pelvis.    From  the  projection  forwards  of  the  rostrinn 
the    true  conjugate   nmy  not    be    much,   if  at  all,  shortened 
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but  the  available  portion  of  it,  <.i'..  ftoiii  the  Uick  |Mrt  of  th«) 
rostrum  to  the  promontory,  may  be  exceedingly  ^hort. 

This  (leHcription  doeti  not  apply  to  all  osteo-iinUuuic  ih^Ivhh. 
In  Honie,  the  ilouhlinK-in  pnxsesH  may  l>e  much  uruater  on  one 
Hide  than  the  other,  if  the  Ixjuos  are  not  HyniinutriuuUy  Hoftened, 
01  if,  for  any  reason,  greater  weight  \m  thrown  on  onu  nidw  of 
till-  |H>lvi!<  than  on  the  other.  In  HUch  a  caHo  ol)li(|uity  wilt 
Ih-  iulile«l  to  the  deformity. 

DimjHosiH. — The  diMeatte  iit  acuonpanieti  by  seven-  pain, 
t-H^Kioially  in  movement.  The  other  l)oneH  liettideii  the  pelvin 
HtifTer,  so  the  ttpine  l)endH.     The  patient  sutTers  from  severe 


Ki(i.  17. — Malaeosti'on  pelvis  (FotlnTKill). 

iiuiscular  cramps,  mid  prol)at)ly  suft'ocative  attacks,  shortness 
ot  breath,  and  cou^h.  Ou  making  an  uxaiuiualion.  'lie  bones 
will  l)e  found  to  be  tender  and  soft.  The  deformity  will  be 
easily  recognised,  and  it  may  l>e  possil>le  to  force  tne  bones 
apart  with  the  hand.  In  a  case  where  the  actual  disease  has 
occurred  prior  to  the  pregnancy,  the  bones  may  have  l>ecome 
hardened  in  their  abnormal  shape,  and  then  you  cannot  sej)a- 
r.ate  them 

Treatment. — If  the  disease  is  active  and  the  bones  are  soft, 
the  pelvis  may  be  sufficiently  o])ened  uj)  bv  tlie  hand  to  allow 
of  delivery,  and  this  should  be  tried,      ll  this  is  impracticaljle, 
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an  abdominal  section  should  be  done.  If  an  ordinary  Ctesarian 
section  is  done,  the  ovaries  should  be  removed,  as  this  will  check 
the  disease  ;  but  it  is  preferable  to  remove  the  uterus  entirely  by 
Porro's  operation,  or  any  of  its  modifications. 

Pseudo-Malacosteon  Pelvis.— The  deformity  very  much 
resembles  that  of  the  true  malacosteon  pel^  Is,  t'lt  is  "ot  so 
great.  It  is  caused  by  pressure  acting  on  f:e  softened  prl/js, 
but  the  softening  in  this  case  has  been  d.ie  ;o  late  rickets 
occurring  whm  the  child  was  running  about,  liie  wi^e  pelvis 
will  show  some  of  the  characteristics  of  the  rickety  flat  pelvis, 
as  the  iliac  bones  will  not  be  crumpled  in,  but  flattened  out  so 
that  the  iliac  spines  will  be  far  apart. 

Treatment.~ln  an  extreme  case  Cajsarian  section  should  l)e 
done.  Removal  of  the  ovaries  or  uterus  is  not  necessary,  as 
the  disease  would  not  be  benefited.  If  it  is  considered  advis- 
able  to  sterilise  the  patient,  the  tul)e8  should  be  tied  and  cut. 
In  slight  cases  delivery  may  be  possible  by  forceps  or  turning 
The  liones  are  quite  fixed,  and  it  will  be  impossible  to  widen  the 
passage  as  in  true  malacosteon. 

TUANSVEKSE    CONTRACTION. 

Kyphotic  Pelvis.— In  kyphosis,  or  angular  curvature  of  the 
spme,  there  jnust  be  a  compensatory  curve,  or  the  body  would  full 
foi' wards.  Wlien  the  angular  curvature  is  high  up  in  the  spine, 
the  compensatory  curve  in  the  lumbar  region  will  cause  great 
lordosis.  This  will  not  alter  the  shape  or  si>ce  of  the  pelvis,  hut 
it  will  have  an  adverse  influence  on  labour  by  causing  deviation 
of  the  uterine  axis.  When  the  curvature  is  low  down  a  cha.iiie 
in  the  inclination  .,f  the  pelvis  gradually  takes  place  and  its 
shn i>e  is  altered.  The  lower  lumbar  and  upper  sacral  vertebra. 
are  drawn  back,  thus  increasing  tlie  conjugate  and  relativtily 
shortening  the  transverse  diameter. 

The  iliac  bones  are  stmightened  and  the  anterior  superior 
spines  thrown  apart. 
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Tlie  true  pelvis  becomes  funnel  shaped.  Tlie  outlet  is  short- 
ened antero-posteriorly  by  the  tilting  forwards  of  the  lower  end 
of  the  sacrum  and  coccyx,  and  markedly  so,  transversely,  i)y 
narrowiiig  of  the  pul)ic  arch  and  turning  in  of  the  ischia.  We 
thus  see  that  the  main  contraction  is  at  the  outlet,  and  it  is 
there  the  chief  obstruction  will  l)e  met  with  in  delivering. 

Diai/nosis. — The  sharp,  angular  curvature  of  the  lumbar 
sj)ine  will  suggest  the  condition.  The  promontory  will  l)e 
very  tlifficult  to  reach,  l)ut  the  contraction  at  the  outlet  will  be 
easy  to  make  out. 

The  mechanism  of  labour  in  the  upper  part  of  the  pelvis  is 
much  as  in  an  ordinary  pelvis.  Tlie  occiput  may  be  turned 
forwards  before  it  readies  the  floor  f)f  tl\e  pelvis,  the  rotation 
being  caused  by  the  bones  of  the  pelvis,  if  the  deformity  is  not 
marked,  but,  if  there  is  marked  narrowing  of  the  pubic  arch,  it 
(iuiunt  turn  forwards,  as  tiiere  is  not  room  for  it.  It  then 
passes  l)eliind  the  ischial  tul)erosities,  and,  if  it  be  small  enough, 
will  be  expelled  in  an  oblique  diameter,  pressing  strongly 
against  the  coccyx,  which  may  be  broken.  The  perineum  is 
very  A])t  to  be  torn. 

Tmihanit. — The  ditticulty  will  i)e  at  the  outlet,  and  forceps 
will  usually  overcome  it.  Turning  is  not  suitable.  If  forceps 
tail,  and  the  child  be  still  alive,  symphysiotomy  may  be  tried. 
(Jraniotouiy  would  perhaps  l)e  preferable,  and  induction  of  labour 
in  sul)He(|iient  ))regnancies  is  to  be  recommended.  Except  with 
very  extreme  contraction  at  the  outlet,  ('.I'sarian  section  is  not 
necessary. 

Robert's  Pelvis.  -This  is  an  exceedingly  rare  deformity  of 
the  pelvis.  Both  sacro-iliac  joints  are  anchylosed,  and  the  wings 
o\  the  sacrum  are  wanting.  The  iliac  bones  are  straighter  than 
in  an  ordinal  y  pelvis.  The  promontory  is  pushed  slightly  for- 
wards. The  brim  is  thus  markedly  contracted  in  the  transverse, 
and  slightly  in  the  conjugate,  diameter.  At  the  outlet  the  tuber 
ischii  are  inverted  and  the  pui)ic  arch  narrowed. 
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.Oiaynosis.—iiy  external  and  internal  measurements,  the  con- 
dition can  be  easily  recognised. 

Treatment. —The  delivery  of  a  live  hild  throu-h  the  natural 
passages  is  impossible,  therefore  Ca-sarian  section  should  be 
done. 

Infantile  Pelvis.— In  these  cases  the  pelvis  is  long  in  tiir 
conjugate,  but  narrowed  transversely,  and  funnel-shaped  in  the 
cavity.  The  foetal  type  has  been  maintained.  The  genital 
organs  will  be  defective  in  development,  so  that  pregna'ncy  is 
not  likely  to  occur. 


Fi(i.  18.— Robert's  pelvis. 


Funnel-Shaped  or  Male  Pelvis.  -In  this  form  the  p.Kis 
develops  in  the  shape  of  a  male  pelvis.  It  is  deeper  and  some- 
what narrowed  transversely,  especially  at  the  outlet.  T!ie 
sacrum  is  longer  and  narrower  than  usual  and  the  promontuty 
higher.  The  difference  between  the  diagonal  and  true  conju-arc 
may  be  an  inch  or  even  more. 

Diagmsis. —This  can  only  be  made  by  careful  intern  ■! 
measurements.  The  chief  contraction  will"  be  found  at  the 
outlet  in  the  transverse,  and  this  diameter  is  exceedin-is 
difficult  to  estimate. 
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Treatment. — The  chief  difficulty  will  be  at  the  outlet.  For- 
ceps will  generally  overcome  this,  and  if  these  fail  and  the  child 
is  alive,  symphysiotomy  can  be  done,  or,  in  the  last  resort, 
craniotomy.  In  subsequent  pregiiancies  induction  of  labour 
will  be  advisable. 


Ohlique  Contraction. 

Scoliotic  Pelvis. — Lateral  curvature  of  the  spine  will  cause 
an  ol)lique  contraction  of  the  pelvis,  by  the  greater   part  of 


Fui.  I'J. — Scolio-racliitic  pelvis  (Fothergill). 

the  body  weight  being  thrown  upon  the  side  of  the  pelvis 
towards  which  the  curvature  lies.  This  side  of  the  sacrum 
is  driven  upwards,  and  the  pressure  upwards  through  the 
ncetabulum,  when  the  patient  stands,  pushes  that  side  of  the 
pelvis  inwards.  The  puliic  symphysis  is  pushed  towards 
the  opposite  side.  The  ischial  tuberosity  of  the  contracted 
side  i?i  everted.  The  oblique  diameter,  measui'ed  from  the 
contracted  side  to  the  opposite  sacro-iliac  joint,  is  consider- 
ably shortened  at  the  brim.  The  othei-  oblique  diameter  is 
considerably  larger, 

19 
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As  scoliosis  is  generally  associated  with  rickets,  there  is  likely 
to  be  more  or  less  flattening  of  the  pelvis  aa  well,  giving  the 
scolio-rachitic  pelvis. 

Diagnosis.— Lateral  curvature  of  the  spine,  especially  in  u 
rickety  subject,  wiU  at  once  suggest  the  deformity,  and  an 
mternal  examination  will  confirm  the  diagnosis. 

Treatment. —In  slight  cases  there  may  be  no  difficulty  in 
the  delivery.  In  some  cases  forceps  may  succeed,  but,  if  the 
deformity  is  at  all  marked,  Caesarian  section  should  be  done. 


Fig.  20.— Naegele  pelvis  (Fothergill). 

Induction  of  labour  may  be  done  in  some  cases.     Symphy- 
siotomy is  not  applicable. 

Naegele  Pelvis. -This  is  a  typical  obliquely  contracted  pel- 
vis, due  to  defective  development  of  one  wing  of  the  sacrum 
and  anchylosis  of  that  sacro-iliac  joint.  It  is  a  developmental 
condition,  and  not  due  to  disease,  but  a  somewhat  similar  con- 
dition may  be  brought  about  by  disease  in  infancy,  causing 
anchylosis.  It  is  the  same  condition  as  is  found  in  Rol)erfs 
pelvis,  but,  in  the  latter,  both  sides  of  the  sacrum  are  affected 
and  the  contraction  is  symmetrical.     The  weight  being  thrown 
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upon  the  defective  sidb  increases  the  deformity.     The  pubic 
symphysis  is  pushed  over  towards  the  sound  side. 

D'mjnosis.—The  iliac  crests  will  be  found  asymmetrical  and 
the  symphysis  pushed  beyond  the  middle  line.  By  a  careful 
internal  examination,  the  asymmetrical  shape  of  the  pelvis  can 
be  made  out. 

Treatment. — If  the  head  is  small  it  may  come  through  the 
wide  side  of  the  pelvis  much  flexed,  as  in  a  generally  contracted 
pelvis,  hut  forceps  are  likely  to  be  required.  Turning  is  not 
applicable,  neither  is  symphysiotomy.  Embryulcia  or  Ctesarian 
section  should  be  done  when  the  child  cannot  come  through. 
Induction  of  premature  labour  about  the  seventh  month  may 
give  good  results. 

Coxalgic  Pelvis— Disease  of  the  hip-joint  in  childhood  will 
cause  deformity  of  the  pelvis,  by  interfering  with  the  nutrition 
of  the  bones  of  the  diseased  side,  also  by  the  non-use  of  that 
leg,  and  often  dislocation  of  the  femur.  There  may  also  be  a 
considerable  amount  of  new  iione  formation,  encroaching  upon 
the  pelvic  canal.  The  amount  and  nature  of  the  deformity  will 
depend  upoi  the  severity  of  the  disease  and  the  age  at  wh^  h 
it  affects  the  patient. 

Before  attempting  to  deliver,  a  most  careful  estimate  of  the 
condition  must  be  made  by  internal  examinatior  It  is  not 
sufficient  to  estimate  the  conjugate  alone,  but  the  side  corre- 
sponding to  the  diseased  hip  must  be  very  c  ,  fully  examined 
Obstruction  from  Tumours  of  the  Pelvis.— Various  bony 
tumours  may  affect  the  pelvis  and  cause  serious  obstruction  to 
labour.  These  may  be  simple  or  malignant.  The  simple  may 
be  exostoses,  single  or  multiple ;  masses  of  callus,  as  in  cases 
of  old-standing  hip-joint  disease,  or  after  fractures  of  the  pelvis  • 
the  result  of  rheuma-^d  arthritis:  or  ossification  of  the  in^ 
sertions  of  ligaments  and  tendons.  The  malignant  may  be  of 
a  cancerous  nature,  but,  more  frequently,  sarcomatous.  ' 

The  amount  of  obstruction  will  depend  upon  the  si;^e,  number, 
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and  situation  of  the  tumours.  The  brim  is  the  part  most  Uable 
to  be  affected.  The  malignant  tumours  are  the  ones  most 
likely  to  cause  serious  obstruction,  as  they  grow  very  rapidly 
during  pregnancy.  They  may  cause  the  death  of  the  patient 
during  pregnancy.  The  simple  ones  will  not  influence  the 
pregnancy,  but  they  may  seriously  affect  the  deHvery. 

Prognosis.— With  a  malignant  tumour  the  prognosis  is  hope- 
less for  the  woman.  It  will  at  the  best  be  only  a  question  of 
time.  She  may  live  some  time  after  delivey.  but  it  cannot  be 
long.  With  simple  ones,  the  risk  to  the  woman  is  much  less. 
Diagmsis.— This  can  only  be  made  by  careful  exploration 
of  the  pelvis  both  by  the  vagina  and  the  rectum. 

Treatment.  —If  there  is  room  for  the  child  to  pass,  delivery 
may  be  effected  by  forceps,  but,  if  the  projections  are  at  all 
sharp,  one  must  be  exceedingly  careful,  lest  the  cervix  or  lower 
part  of  the  uterus  be  perforated.  If  there  is  any  risk  of  this. 
or  no  room  for  the  child  to  pass,  Caesarian  section  should  be 
done,  if  the  child  is  alive,  or  craniotomy,  if  it  is  dead.  Induction 
of  labour  may  be  suitable  in  some  cases. 

Sarcomatous-Enchondroma  of  the  Pelvis. Mrs.  H.,  i.- 

para,  aet.  twenty-nine,  was  sent  into  hospital  about  the  seventh 
month  of  pregnancy.  Her  health  had  been  good  previous  to 
conception,  except  that  she  suffered  for  two  years,  particularly 
during  the  winter,  from  pain  of  an  intermittent  character  in  the 
back  of  both  thighs.  She  had  been  married  nine  years,  but  had 
never  before  been  pregnant.  When  three  months  pregnant  the 
pains  in  the  thighs  became  worse,  and  about  three  months 
later  the  right  thigh  began  to  swell.  With  the  onset  of  the 
sweUiog,  the  pain  in  the  right  thigh  became  much  more  severe. 
The  swelUng  of  the  thigh  gradually  increased  until,  after  six 
weeks,  she  had  to  take  to  bed.  Since  then  the  swelling  had 
gone  on  increasing,  and  at  times  the  pain  had  been  almost  un- 
bearable. For  some  time  she  had  only  been  able  to  lie  on  her 
left  side,  and  occasionally  on  her  face.     A  pressure  sore  had 
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formed   over  the  left  trochanter.     The  patient  had  lost  con- 
siderable flesh. 

Condition  on  Admission. — The  patient    was  pale  and  ema- 
ciated.     She  complained  of  severe    pain  in  the  back  of  the 
right  thi^'h  and  in  the  right  side  of  the  alxlomen.     The  right 
leg  was  enormously  swollen  and  oedematous,  more  especially 
the  thigh  aud  hip.     The  swelling  extended  up  as  high  as  the 
iliac    crest    behind,   and   in   front   it    could    be   felt   in   the 
abdomen  above   the   iliac   crest,   almost    half  way  up  to  the 
umbilicus.     This  swelling  was  quite  distinct  from  the  uterus, 
and   was   apparently   attached    to   the  ilium.      It    was    par- 
ticularly tender  in    the   right  inguinal    region.       The  uterus 
was  displaced  towards  the  left  side,  and  quite  free  from  the 
tumour.     The  head  of  the  child  could  be  palpated,  lying  to 
the  left,  just  above  the  pelvis.     The  foetal  heart  sounds  were 
easily  heard— strong,  but  rather  rapid.     The  labia  were  free 
of  oedema.     On  attempting  to  pass  the  finger  into  the  vagina, 
the  passage  was  found  to  be  obstructed  by  a  hard  globular  mass, 
growing  from  the  right  of  the  pelvis.     The  pain  was  so  great 
that  an  anaesthetic  had  to  be  administered,  to  allow  of  a  thorough 
e.xamination.     The  tumour  was  found  to  occupy  the  greater 
part  of  the  pelvic  cavity,  growing  from  the  right  side,  apparently 
from  near  the  sacro-iliac  joint.     The  finger  was  with  difficulty 
introduced  past  the  mass,  but  the  cervix  could  not  be  reached. 
The  vaginal  mucous  membrane  was  freely  movable  over  the 
mass,  which  at  some  points  was  soft  and  almost  fluctuant,  and 
at   others   quite   hard.     A  rectal  examination  confirmed  the 
observations  made  per  vayimm.     A  small,  hard  nodule,  evi- 
dently a  fibroid,  was  made  out  in  the  anterior  uterine  wall  near 
the  fundus.      On  passing    the  catheter  it   went  in  obliquely 
towards  the  left. 

My  diagnosis  was,  that  we  had  to  deal  with  a  sarcomatous 
tumour  springing  from  the  right  side  of  the  pelvis.     It  was 


evidently  growing  very  rapidly, 


To  get  an  idea  of  the  rate  of 
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growth  wo  questioned  the  husband,  and  he  informed  us  that  he 
had  last  had  connection  about  three  months  ago,  nnd  that  for  a 
month  previous  to  that  he  had  occasionally  experienced  some 
difficulty,  but  never  previous  to  four  months  ago. 

The  prognosis  w\b  hopeless  as  regards  the  mother.  The 
child  was  still  alive,  but,  as  the  pregnancy  had  barely  reached 
the  seventh  month,  it  was  very  doubtful  if  an  immediate  Casa- 
rian  section  would  give  a  viable  child.  I  therefore  decided  to 
wait  as  long  as  possible  and  then  do  a  section. 

The  consulting  staff  of  the  hospital  generalJy  agreod  with  the 
diagnosis,  and  proposed  treatment,  but  two  suggested  the  pos- 
sibility of  the  tumour  being  simple. 

The  patient  was  made  as  comfortable  as  possible  by  the  use 
of  opiates  and  keeping  the  bowels  cleared.  There  was  a  slight 
trace  of  albumin  in  the  urine. 

It  was  quite  evident  that  the  tumour  was  steadily  growing,  as 
the  sweUing  of  the  leg  increased,  and  the  vulva  became  oedema- 
tous.  On  the  ninth  day  after  admission  I  determined  to  do 
Caesarian  section.  The  foetal  heart  could  not  be  heard  ou  the 
evening  before  the  operation,  but  it  had  been  quite  distinct 
before  that. 

The  operation  was  done  in  the  usual  way.  The  abdominal 
wall  was  very  (Edematous  and  the  veins  in  it  much  engorged. 
The  placenta  lay  beneath  the  uterine  incision.  The  child  was 
quite  dead.  Its  head  showed  some  moulding  fro  i  the  pressure 
of  the  tumour.  When  the  placenta  and  membranes  were 
removed,  there  was  a  considerable  amount  of  decidua  in  the 
uterus,  wiiich  was  swabbed  out.  The  cervix  was  found  to  be 
patent  enough  to  allow  of  drainage,  so  it  was  decided  to  stitch 
the  uterus  and  leave  it.  It  was  fortunate  this  could  be  done, 
as  any  attompt  at  its  removal  would  have  caused  excessive 
haemorrhage.  A  small  fibroid  tumour  was  removed  from  the 
edge  of  the  incision.  The  uterus  was  flabby,  but  there  was 
very  httle  bleeding.     A  hypodermic  of  ergotin  and  strychnine 
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was  given,  atul  a  salinf  infusion  utuler  the  breaHt.  Tht-  tumour 
was  observed  to  block  the  pelvic  cavity,  and  to  extend  up  the 
riRht  side  of  the  aWomen,  to  about  the  level  of  the  umbilicus 
anteriorly.  The  upjK'r  part  was  rounded  and  quite  soft.  It 
WHS  completely  retroperitoneal,  springing  from  the  right  side  of 
the  pelvis.  The  broad  ligament  was  opene<l  up  by  it  from 
t)ehind. 

The  operation  was  finished  by  stitching  the  peritoneum  and 
then  the  abdominal  wall. 

The  patient  rallied  from  the  operation,  but,  towards  the  even- 
ing, cardiac  failure  began  to  manifest  itself  and  she  died  twenty- 
four  hours  later.  At  the  time  of  operation  the  temperature  was 
1024    F.     It  had  been  normal  the  evening  before. 

The  post-mortem  examination  was  done  by  Dr.  Cirstairs 
Douglas,  who  reported  as  follows  : — 

"  The  right  labium  majus  was  enormously  swollen  and  en- 
gorged, the  left  little  affected.  There  was  also  some  ccdema  of 
the  abdomen  and  groin  in  the  right  iliac  region.  On  the  right 
side  the  abdomen  was  more  prominent  in  its  lower  part  than  on 
the  left,  and  on  palpating  it  felt  distinctly  more  resistant. 

"  The  thorax  presented  nothing  of  note.  On  oi)ening  the 
abdomen  and  carrying  the  incision  through  the  wound  some 
serous  fluid  of  a  straw  colour  escaped.  The  parietes  at  tlie 
wound  were  rather  soft,  pulpy,  and  cedematous.  There  was  no 
pus  present.  There  was  commencing  sUght  adhesion  between 
the  uterus  and  the  parietes.  The  peritoneum  apjjeared  quite 
normal.  The  uterus  was  lying  well  up  in  the  abdomen,  the 
fundus  as  high  as  the  umbilicus.  On  its  anterior  and  upper 
Iiftrt  was  a  firmly  sutured  wound  about  5  in.  in  length.  The 
tubes  and  ovaries  were  healthy  ;  the  right  ovary  sUghtly 
enlarged.     The  bladder  was  moderately  full. 

"  On  reflecting  the  abdominal  parietes  it  was  at  once  apparent 
that  the  right  half  of  the  false  and  true  pelvis  was  filled  with  a 
large  pathological  mass.     This  was  rounded  and  nearly  smooth 
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on  itn  snperior,  anterior  and  inner  aspects.    The  upper  part  was 
of  a  bluish  tint  and  felt  soft  and  boggy.     Its  lower  part  was 
firmer  and  more  flesh-tinted.     It  lay  beneath  the  peritoneum 
on  the  posterior  abdominal  wall  and  ixjlvis. 
"  The  dimensions  were  as  follows  :  — 

"1.  Superiorly  it  rose  to  the  tip  of  the  eleventh  rib,  and 
slightly  above  the  umbilicus  (about  the  level  of  the  second 
lumbar  vertebra), 

"  2.  Anteriorly  it  grew  forwards  sufficiently  to  make  a  pro- 
minence in  the  right  iliac  region. 

"  3.  Internally  it  reached  the  middle  line  at  the  level  of  the 
promontory  of  the  sacrum  ;  above  this  it  gradually  receded 
from  the  middle  line  of  the  body,  while  in  the  true  pelvis  near 
the  outlet  it  rather  exceeded  this  limit. 

"  4.  Posteriorly  and  externally  it  was  continuous  with  thf 
pelvic  wall. 

"  6.  Inferiorly  it  was  found  on  removing  the  whole  pelvis  that 
it  had  grown  down  under  the  pelvic  arch ;  that  it  had  incoi-- 
porated  in  its  substance  practically  all  the  upper  part  of  the 
ischium,  and  of  the  pubis  and  the  ilium  near  the  acetabulum 
It  had   grown  out  of  the  pelvis  at  the  greater  sacro-8ciati< 
notch,  and  had  so  eaten  through  the  bones  just  behind  the 
acetabulum  that  the  ilium   here  had    become  quite   detacheii 
from  the  ischium  and  pubis. 

"  The  lower  part  of  the  growth  was  more  osseous  than  the 
upper,  and  contained  many  large  spaces,  some  of  them  full  of 
blood.  It  was  very  fragile  and  easily  crumbled.  There  was 
no  distinct  demarcating  line  of  tissue  to  circumscribe  it,  but 
it  projected  in  an  irregular  manner  into  the  tissues  of  tlic 
thigh  in  its  upper  part, 

"  One  or  two  small  glands  were  enlarged  along  the  right 
Pouparfs  ligament.  Some  enlarged  retroperitoneal  glands 
were  also  found.  The  right  ureter  in  its  course  to  the  bladder 
was  stretched  over  the  tumour. 
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"  The  spleen,  kidneys,  and  other  abdominal  organs  showed 
nothing  of  interest.     The  liver  was  large,  pale  and  fatty. 

"The  microscopic  examination  of  the  growth  showed  it  to 
be  corajjosed  almost  entirely  of  large,  rapidly  growing  cartilage 
cells,  with  here  and  there  small  gioupH  of  cells  suggestive  of 
sarcomatous  degeneration  ;  there  were  also  cysts  at  places ; 
HO  it  may  have  l)een  an  ordinary  enchondroma  with  cystic 
changes,  or  with  sarcomatous  degenoration,  or  both." 


Fiii.  i\. — Sarcomatous-enclioiulroina  of  tliu  pelvis.     Tlic  growth  lies  to 
tlie  right,  tlic  siiliirefl  uterus  to  the  left. 

It  is  impossible  to  decide  when  this  tumour  first  began  to 
grow.  It  may  have  been  there  before  conception,  and  the 
sciatic  pains  would  point  to  tiie  nerve  having  been  affected 
during  the  last  two  years.  If  it  was  there  at  the  beginning 
of  the  pregnancy,  it  is  quite  certain  that  its  rate  of  growth 
became  very  rapid  during  the    gestation.     The    growth    may 
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h»ve  been  simple  to  beKin  with,  but  there  .s  no  doubt  ,.f 
it«  mahgnant  character  finally,  although  it  in  dittioult  to 
rtemonstrattt  Haroomatous  cellg  in  it. 

I  regret  that  I  hail  not  operated  a  few  days  sooner,  as  th.r,. 
would  have  been  a  slight  chance  of  saving  the  child's  lift,  l„„ 
we  had  no  warning  of  its  impending  death.  I  do  not  kn-.u 
what  caused  its  death. 


CHAPTER  XXIII. 

DELAY  DIE  TO  FAULTH  OF  THE  PAHSENGEH 

Toughuons  of  theMumbraneH— [-argeHizeof  tim  Fa-Ul  Hcftd— Hardnew 
,.(  the  Head  from  Prt>mftliin>  OHHiticatlon— HydroceplialiiH—MaHor- 
mationnof  the  FcjBtu«— Spina- Biti(la~Meuiug<K-clo  -DliU-iitioii  of  tht- 
B*Hly  of  the  Foetus— UiHtoutioii  of  the  AUloineii— Mounters— Short- 
iH'gs  of  the  Umbilical  Cord— MaliKwition  of  tlie  Head  MalproHtnU- 
tionsof  the  Head  -Face  and  Brow  PreHentations  CascK— Mal|K.Hitii.ii 
cif  the  Arm  in  Head  Prenentatioui. 

Toughness  of  the  Membranes.  —  Under  ordinary  con- 
ditions the  menibranea  rupture  as  soon  as  the  oh  is  fully  dilated, 
but  they  are  occasionally  ho  tough  that  they  withstand  the 
pressure  ol  the  uterine  contractions.  It  occasionally  happens 
that  the  entire  uterine  contents  are  expelled  cii  masse.  As  a 
rule,  when  this  occurs  the  labour  is  a  precipitate,  and  not  a 
prolonj^ed,  one.  The  cases  I  have  seen  of  the  latter  have  usually 
been  premature  ones,  and  the  foetus  has  generally  l)een  ma- 
cerated. 

Treatment. — Rupture  the  uieiubranes  by  means  of  the  tinger- 
nail  or  a  clean  stylet.  An  ordinary  hairpin  is  frequently  em- 
ployed for  this,  and  provided  it  is  surgically  clean  there  are  no 
objections  to  its  use.  By  unskilled  hands  the  scalp  has  been 
perforated  in  mistake  for  the  membranes,  so  care  must  be 
exercised,  especially  in  those  cases  in  which  there  are  no 
forewaters.  A  bowl  should  be  used  to  catch  the  liquor  amnii, 
as  in  that  way  the  bed  is  kept  dry  and  the  patient  more  com- 
fortable. 

Large  Size  of  the  Foetal  Head.— If  either  of  the  parents 
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has  a  large  head,  the  foetus  may  have  the  same.  If  the  mother's 
pe  VIS  18  a  very  large  one  no  difficulty  may  arise,  but  if  the 
pelvis  IS  smallish,  though  not  small  enough  to  be  called  con 
tracted.  there  may  be  great  difficulty  in  delivering.  The  same 
difficulty  may  arise  in  cases  of  protracted  gestation,  as  the  child 
IS  then  larger,  and  the  head  harder,  than  it  would  have  been  at 
the  ordinary  full  time. 

The  labour  will  be  prolonged,  but  if  extreme  flexion  occurs  it 
may  be  terminated  by  natural  efiforts. 

Treatfnent.-ForcepB  will  usuaUy  be  required.  If  necessary 
delivery  should  be  effected  in  the  Walcher  position  If  you 
fail,  and  the  child  is  still  alive,  do  a  symphysiotomy  '  If 
the  child  is  dead,  perforate  the  head.  In  subsequent  labours  it 
may  be  necessary  to  do  an  induction  two  or  three  weeks  before 
full  time  ;  or  at  the  supposed  full  time,  in  a  case  where  gestation 
IS  prolonged.  The  induction  should  be  done  as  soon  as  the 
head  cannot  be  pushed  well  into  the  brim. 

Case.~A  multipara,  pregnant  for  the  thin!  time,  came  to  n,e 
with  the  following  history.    Her  first  child  had  been  dehvered  at 
full  tune  by  craniotomy,  after  failure  with  forceps.     The  second 
had  been  born  by  induction  at  seven  and  a  half  months,  but  had 
not  survived.     Her  pelvis  was  not  a  contracted  one.  as  the  true 
conjugate  was  4  in.     Her  husband's  head  was  very  large  and 
square.     I  decided  to  watch  the  case  and  do  induction  as  soon 
as  I  failed  to  push  the  head  through  the  brim.     Three  weeks 
before  full  time  I  found  this  was  the  case.     I  then  induced 
labour  and   delivered    by  forceps  with  considerable  diflicultv. 
The  child  was  aUve  and  did  well.     It  weighed  7^  lb.,  and  looked 
as  if  it  were  a  full  time  one. 

Hardness  of  the  Head  from  Premature  Ossification  - 
This  condition  is  occasionally  seen.     The  head  may  not  be  a 
large  one.  but  as  it  cannot  mould  the  delivery  will  be  difficult 
[f  It  flexes  weU  it  may  be  born  by  natural  efforts.     The  treat- 
ment IS  the  same  as  for  a  large  head. 
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Hydrocephalus. — This   condition    occurs    about    once   in 
1,000  labours.     The  cavities  of  the  brain  may  be  enormously 
distended  with  the  fluid.     The  outer  layer  of  brain  substance 
may  be  very  thin.     The  sutures  and  fontanelles  are  wide,  and 
the  cranial  bones  thin,  almost  like  parchment.     In  slight  cases, 
the  bones  may  not    be   widely   separated,   but  they  will  be 
thinned  out.     They  may  be  united  at  their  edges.     The  body 
of  the  child  is  frequently  small  and  shrivelled.     Pelvic  presen- 
tations are  common.     Spina-bitida  is  also  occasionally  present. 
The  labour  will  be  delayed,  and  the  risk  to  the  mother  will 
be  very  great,  if  proper  treatment  is  not  adopted.    With  proper 
treatment,  the  risk  to  the  mother  should  not  be  any  greater 
than  in  an  ordinary  artificial  delivery.     If  the  case  is  left  to 
nature,  the  uterus  may  rupture,  or  the  won    n  .  lay  die  of 
exhaustion.     Rupture  is  said  to  have  occurred  ni  sixteen  out  of 
seventy-four  cases.     I  have  known  the  uterus  to  be  ruptured 
in  attempts  to  drag  the  undiminished  head  through,  in  a  breech 
presentation.     If  the  child  has  been  dead  for  a  time  and  macer- 
ation has  commenced,  the  head  may  be  so  softened  that  it  may 
burst,  or  else  come  through  the  pelvis  without  difficulty. 

Diaf/HOA(s.— With  care,  there  should  be  no  difficulty  in 
diagnosing  the  condition,  especially  if  an  ansesthetic  is  used. 
When  the  head  presents,  it  will  be  high  up  and  very  soft. 
The  sutures  and  fontanelles  will  be  wide,  and  the  bones  easily 
bent.  A  bimanual  examination  will  reveal  the  enlarged  condi- 
tion of  the  head.  The  bimanual  examination  is  of  the  utmost 
importance,  especially  when  the  breech  is  born.  In  case  of  a 
breech  presentation,  ihd  body  will  usually  be  small  and  ill- 
developed,  but  this  is  not  always  the  case.  By  abdominal 
palpation  and  the  bimanual  examination  there  should  l)e  no 
difficulty  in  recognising  the  condition. 

Progno.sis. — If  the  condition  is  recognised  early  there  should 
be  very  little  risk  to  the  mother.  As  regards  the  child,  it  will 
probably  be  dead,  but,  if  it  is  born  alive,  it  will  soon  die,  so 
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that  the  mother   must   not   be   exposed   to  any  risk  in  its 
mterests. 

Case—The  patient,  a  multipara,  had  a  very  large,  roomy 
pe  VIS.     She  Avas  a  very   stout   woman,    so   that   abdominal 
palpation   was    very    unsatisfactory.     On    making   a    va^nnal 
exammation.  I  found  the  os  was  about  the  size  of  half  a  crown 
and  mside  the  membranes  there  was  a  soft,  boggy  mass,  but' 
no  bones  to  be  felt.     On  carefully  investigating  the  condition 
by  a  bimanual  examination,  I  came  to  the  conclusion  that  I 
had  to  deal  with  a  case  of  hydrocephalus,  and  that  the  wide 
anterior  fontanelle  was  presenting.     As  soon   as  the  os  was 
fully  dilated,  I  ruptured  the  membranes,  perforated  the  head 
and  delivered  it  with  forceps.     The  head  had  been  exceediudy 
large,  and  the  child's  body  was  well  developed. 
The  mother  made  a  normal  recovery. 

Treatment.-Vevlov^ie  the  head  as  soon  as  the  os  is  fully 
dilated,  and  deliver  by  forceps  or  the  cianioclast.  When  the 
breech  presents,  do  not  attempt  to  drag  the  head  throu<^h 
without  first  perforating  it.  Perforate  through  the  most  accel 
siLe  part,  behind  the  ear,  or  through  the  roof  of  the  mout'o. 

MAIiFOBMATIONS  OP    THE  F(ETU8, 

Spina-bifida  has  been  mentioned  as  occurring  along  ^vith 
hydrocephalus.  As  a  rule,  the  tumour  is  so  soft  that  it  will 
not  obstruct  delivery  of  the  body,  but,  if  it  should,  an  openi„. 
should  be  made  into  it.  '^ 

Meningocele.— We  sometimes  find  a  large  meningocele 
connected  with  the  back  part  of  the  head.  I  have  seen  a  very 
large  one  in  a  case  of  hydrocephalus.  If  it  causes  any  obstruc- 
tion, perforation  should  be  resorted  to. 

Distention  of  the  Body  of  the  Fcetus.-The  chest  of  the 
child  IS  occasionally  distended  by  a  hydrothorax.     The  head 
or  the  breech  may  be  born  easily  enough,  but  the  thorax  sticks 
A  careful  examination  should  be  made,  to  determine  what  is 
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causing  the  delay.  As  the  child  will  be  dead,  there  is  no  use 
in  continuing  excessive  traction,  but  the  chest  should  be  opened 
at  once  with  a  perforator  or  a  pair  of  scissors.  The  delivery 
will  then  be  easy. 

Distention  of  the  Abdomen  of  the  Foetus. — This  may 
arise  from  ascites,  gas,  a  distended  bladder,  cystic  disease  of 
the  kidneys,  or  tumour  of  the  hver  or  other  organ.  When  one 
meets  with  obstruction  of  the  body  a  careful  examination  should 
be  made  under  chloroform.  By  careful  palpation,  and,  if  neces- 
sary, passing  the  hand  in  cautiously,  one  can,  as  a  rule,  make 
out  the  condition.  The  child  will  be  dead,  bj  one  need  have  no 
compunction  in  perforating  the  obstructing  mass.  A  simple 
perforation  is  all  that  is  usually  necessary,  but  with  a  solid 
tumour  it  would  be  necessary  to  break  up  the  mass. 

Monsters. — Occasionally  united  foetuses  are  born.  Both 
children  may  be  fully  developed  and  united  by  a  band  at  the 
r^cernum,  as  the  famed  Siamese  twins  and  others  were.  In  other 
cases  there  may  be  a  parasitic  attachment,  as  in  the  case  of 
Laloo.  There  are  many  different  forms  of  these  monsters,  and 
it  is,  therefore,  difficult  to  make  any  suggestions  as  '  ^  how  they 
should  be  delivered.  Fortunately  nature  seems  able  to  over- 
come the  difficulty  in  many  cases.  The  method  to  be  adopted 
would  have  to  be  decided  according  to  the  condition  found,  but 
one  should  do  a  destructive  operation,  rather  than  subject  the 
mother  to  any  risk,  from  attempts  to  deliver  the  foetus  or 
foetuses  entire. 

Shortness  of  the  Umbilical  Cord.  —This  ma  y  be  actual, 
or  acquired  by  the  cord  being  wound  several  times  round  the 
neck,  or  some  other  part  of  the  foetus.  The  cord  is  -ound  the 
neck  in  a  large  proportion  of  cases,  but  unless  there  art  several 
coils,  it  is  not,  as  a  rule,  sufficiently  shortened  to  interfere  with 
the  descent  of  the  child  until  the  head  is  born.  In  some  cases, 
however,  it  is  so  short  that  it  will  prove  a  serious  cause  of  delay. 
It  may  only  be  a  few  inches  long. 
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Dangers.— The  cord  may  rupture,  or  the  placenta  may  be 
prematurely  separated.    In  the  former  condiiion  the  risk  would 
be  to  the  child,  while,  in  the  latter,  there  would  also  be  some 
nsk  to  the  mother.     It  might  cause  inversion  of  the  uteris 
which  would  be  exceedingly  serious  for  the  mother. 

Diagnosis.— Aa  a  rule,  acquired  shortness  of  the  cord  can  be 
easily  diagnosed,  as  the  cord  will  be  found  round  the  neck 
when  the  head  is  born.  Actual  shortness  of  the  cord  is  much 
more  difficult  to  determine.  The  descent  of  the  child  will  be 
hindered,  although  the  contractions  may  be  strong.  With 
each  contraction  a  portion  of  the  uterine  wall  will  be  dra"-ed 
down.  "" 

Treatment.—When  the  cord  is  round  the  neck,  if  it  is 
long  enough,  it  should  be  drawn  over  the  head,  or  slackened 
sufficiently  to  pass  over  the  shoulders.  If  this  cannot  be  done 
the  cord  should  be  divided  and  delivery  quickly  effected,  so  as 
to  get  the  end  next  the  child  tied,  to  check  bleeding.  '  With 
actual  shortness  of  the  cord  one  cannot  reach  it,  so  it  will 
have  to  take  its  chances  of  tearing  through  or  separating  the 
placenta,  while  the  child  is  being  delivered  by  forcep",  or 
traction,  if  it  is  a  breech  presentation.  Delivery  should  be 
done  quickly  in  the  interest  of  the  child.  If  inversion  occurs 
it  must  be  reduced  at  once. 

Malposition  of  the  Head.— When  the  head  presents  i„ 
either  of  the  occipito-posterior  positions,  the  labour  is  generally 
prolonged.  As  I  have  already  stated,  these  cases  are  ofteii 
delayed  in  the  first  stage  of  labour,  especially  if  there  is  not  a 
good  bag  of  forewaters,  but  it  is  during  the  second  sta«e  that 
delay  most  frequently  occurs. 

If  the  head  becomes  well  flexed  the  occiput  will  come  down 
on  the  pelvic  floor  first  and  follow  the  usual  rule,  i.e.,  it  will 
pass  forwards  under  the  pubic  arch.  It  thus  has  to  pass 
through  three-eighths  of  a  circle,  and  will  occupy  a  much  long.')- 
time  than  if  it  had  been  to  the  front  to  begin  with.     ThisTis 
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what  is  called  long  rotation.  When  this  occurs  the  labour 
will  usuallj'  finish  by  natural  efforts,  unless  uterine  inertia  has 
come  on. 

In  a  good  many  cases,  however,  the  sinciput  passes  forwards 
by  a  short  rotation,  and  the  occiput  backwards,  into  the  hollow 
of  the  sacrum.  This  gives  a  persistent  occipito-posterior  case. 
In  these  cases  flexion  has  not  occurred,  and  the  fore  part  of  the 
head  first  reaches  the  pelvic  floor,  and  necessarily  passes 
forwards.  This  inalrotation  is  apt  to  occur  with  small  heads, 
as  they  can  pass  through  the  brim  without  flexion. 


Fig.  22. — Diagram  to  show  the  difference  between  occipito-anterior  and 
occipito-posterior  positions  as  regards  internal  rotation  :  I.  Occipito- 
anterior, occiput  rotates  to  the  front  through  one-eighth  circle  ;  II. 
Occipito-posterior,  occiput  rotates  to  the  front  through  three-eighths 
circle,  or  else  forehead  rotates  to  the  front  through  one-eighth  circle 
(Fothergill). 


If  the  contractions  are  still  strong,  the  child  may  be  born 
by  natural  efforts,  but,  as  the  forehead  of  the  child  does  not  fit 
under  the  pubic  arch  nearly  so  well  as  the  back  of  the  head, 
a  much  greater  strain  will  be  thrown  on  the  perineum.  As 
the  contractions  of  the  uterus  drive  the  child  downwards,  the 
resistance  of  the  perineum  sends  the  head  forwards,  and  causes 
it  to  flex  as  it  passes  out.  The  mechanism  thus  differs  from 
that  of  the  occiput  anteriorly,  in  flexion  occurring  instead  of 
extension.     The  perineum  is  very  apt  to  be  torn. 

20 
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Treatment   of   Occipito-posterior   Cases. -^  It    the    head    is 
well  flexed,  the  case  can  be  left  to  nature  for  a  reasonablo 
length  of  time,  but.  if  inertia  begins,  forceps  should  be  applied. 
If  the  occiput  has  not  rotated,  this  may  be  done  manually.     It 
is   quite   easy  to   pass  the   hand   in  and  rotate  the  occiput 
forwards,  but  this  is  of  no  use  unless  the  body  is  rotated  at 
the  same  time.     This  can  be  done  by  the  external  hand,  or,  if 
the  head  is  not  fixed  in  the  brim,  by  passing  the  internal  hand 
in  and  bringing  the  posterior  shoulder  forwards.     The  forceps 
can  then  be  applied  and  delivery  effected.     If  the  forceps  are 
appUed    before   the   occiput   has  rotated,  rotation   will   occur 
during  delivery.     When  it  occurs,  the  blades  should  be  taken 
off,  and  reapplied  to  the  sides  of  the  head  in  the  cavity.    When 
the  occiput  hes  in  the  hollow  of  the  sacrum,  it  must  be  de- 
livered posteriorly.    Great  care  must  be  taken  of  the  perineum, 
or  it  will  be  torn. 

The  ordinary  double  curved  instruments  grasp  the  head 
rather  too  far  forwards,  and  therefore  do  not  promote  flexion. 
They  thus  to  a  certain  extent  encourage  malrc  u.tion.  Milne- 
Murray  has  devised  a  straighter  instrument  than  his  ordinarj 
one,  which  is  an  improvement,  but  the  ord^'nary  instrument 
does  so  well  that  one  hardly  feels  disposed  to  cumber  one's  ba- 
with  a  second  set. 

Malpresentations  of  the  Head.— Parietal  presentations 
occur,  especially  in  flat  pelves,  and  have  been  akeady  dealt 
with. 

Face  and  Brow  Presentations.— Face  presentations  occui 
about  once  in  200  cases.  They  may  be  conveniently  divided 
mto  primary  and  secondary  face  cases.  In  the  primary  the 
face  presents  from  the  very  beginning  of  labour,  i.e.,  extension 
has  occurred  before  labour  has  commenced.  The  extension 
may  be  caused  by  anything  which  will  elevate  the  chin,  as  an 
enlargement  of  the  thyroid  or  thymus  glands,  an  enlargement 
of  the  chest,  or  the  arms  folded  under  the  chin,  or  it  may  be 
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caused  by  a  spastic  oontraotion  of  the  muscles  of  the  back  of 
the  neck,  which  will  necessarily  elevate  the  chin.  In  the 
secondary,  the  extension  is  caused  by  the  occiput  being  arrested 
in  its  downward  descent,  at  the  beginning  of  labour.  A  dolicho- 
cephalic head  will  predispose  to  this,  but  the  most  frequent 
cause  is  obliquity  of  the  uterus ;  the  occiput  gets  pushed 
against  the  side  of  the  brim  and  is  arrested  there,  and,  as  the 
front  part  of  the  head  is  free  to  enter  the  brim,  it  does  so,  and  a 


R.M.P. 


L.M.P, 


L.M.A. 


li.M.A. 


Fig.  2.3.— Four  positions  in  face  presentations  from  'ueiow  (Crom). 

face  presentation  results.  A  flat  pelvis  also  predisposes  to  this 
presentation.  As  we  have  already  seen,  a  certain  amount  of 
extension  occurs  as  the  head  enters  the  brim,  in  a  flat  pelvis, 
and  a  little  increase  of  this  may  very  easily  bring  the  face 
down.     With  a  dead  child  the  face  not  infrequently  presents. 

The  positions  are  four  in  number,  as  in  vertex  presentation. 
The  chin  or  mentum  is  the  leading  part  or  denominator.  The 
best  way  to  consider  the  presentations  in  the  four  positions,  is 
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to  look  upon  them  as  having  been  converted  from  ordinary 
vertex  preser/ations,  thus  :- 

1.  L.O.A.  gi\e*.  R.M.P.  Right  mento-posterior  (Ist  iu  frenuenov) 

2.  R.O.A.      ..  r.M.P.  Left          .,            ..          ,3rd  ..  ..        ). 

3.  R.O.P.      .,  L.M.A.  Left  mento-anterior       (2ncl  ) 

4.  L.O.P.      ,.  R.M.A.  Right     .,          „               (4th  „  ,','        ,.' 

As  the  L.O.A.  position  is  by  far  the  commonest  in  vertex 
presentations,  the  R.M.P.  position  is  the  most  frequent  in  face 
presentations. 

As  the  head  comes  through  the  pelvis,  the  movements  of  the 
face  are  the  same  as  of  the  occiput  in  vertex  presentations, 
except  that  the  first  and  third  movements  are  reversed.  Thus, 
with  the  face  presenting,  the  first  movement  is  extension  instead 
of  flexion,  and  thirdly  flexion  instead  of  extension,  as  the  head 
is  bom.  The  rotation  movements  are  the  same  as  in  vertex 
cases,  i.e.,  in  internal  rotation  the  leading  part  passes  forwards, 
and  in  external,  the  leading  shoulder  does  the  same. 

As  the  vast  majority  of  face  cases  begin  with  the  chin  pes- 
terior,  the  internal  rotation  is  exactly  the  same  as  with  occipito- 
posterior  cases,  viz.,  either  a  long  rotation  of  the  chin  through 
three-eighths  of  a  circle,  when  there  is  full  extension,  or  a  short 
rotation  of  the  forehead  forward  through  one-eighth  of  a  circle, 
and  of  the  chin  into  the  hollow  of  the  sacrum,  when  extension 
is  only  partial.  In  the  latter  cases  the  forehead  strikes  tlie 
pelvis  floor  first  and  is  thrown  forwards. 

The  labour  is  usually  delayed.  As  ahready  stated,  the  first 
stage  will  be  prolonged,  because  the  face  is  not  a  good  dilator, 
and  does  not  allow  of  the  formation  of  a  good  dilating  bag  of 
forewaters,  and  the  membranes  are  also  liable  to  rup'ture  early. 
In  the  second  stage  there  will  be  delay,  because  the  diameters 
of  the  head  do  not  fit  the  pelvis  so  well  as  when  the  occiput  is 
leading.  As  the  majority  of  the  cases  are  mento-posterior  to 
begin  with,  if  long  rotation  occurs  there  will  be  considerable 
delay,  but  the  labour  may  be  finished  by  natural  efforts      On 
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the  other  hand,  if  the  ohin  pasBes  into  the  hollow  of  the  saoium, 
the  face  will  become  impacted,  and  delivery  by  natural  efforts 
will  hardly  be  possible,  unleas  the  child  is  very  small  or  mac- 
erated. The  neck  of  the  child  is  ho  short  that  the  retracted 
head  and  chest  must  pass  the  brim  together,  and  there  will  not 
be  room  with  an  ordinary-sized  child. 

Diuijuosis. — The  condition  may  be  recognised  by  ulxlominal 
palpation,  but  the  diagnosis  is  UHually  made  by  vaginal  exam- 
ination. In  the  early  stages,  the  membranes  will  protrude  in  a 
sausage  shape,  and  the  presenting  part  be  high  up,  mo  that  there 
may  be  some  difficulty  in  making  out  the  presentation.  It  will 
feel  softer  and  more  irregular  than  the  vertex.  When  the 
orbital  ridges,  eyes,  nose  and  mouth,  can  be  felt,  it  is  easy  of 
recognition.  After  the  membranes  are  ruptured,  the  finger  can 
he  passed  into  the  mouth,  and  the  presence  of  hard  gums  and 
tongue  and  the  absence  of  meconium  will  enable  you  to  dis- 
tinguish it  from  the  breech.  Avoid  injuring  the  eyes,  and  make 
out  the  direction  the  chin  is  pointing  in. 

Prognosis. — If  the  case  is  recognised  early,  and  if  the  mem- 
branes remain  intact  until  the  os  is  fully  dilated,  the  risk  to  the 
mother,  if  prompt  treatment  is  then  adopted,  should  not  be 
much  gi-eater  than  in  an  ordinary  case  of  artificial  delivery,  but 
the  risk  to  the  child  will  be  greater  than  with  an  ordinary 
vertex  case.  If  the  case  is  left  to  nature,  the  risk  to  the  mother 
will  be  greater,  and  to  the  child  markedly  so.  If  the  pelvis  is 
contracted,  there  will  be  an  added  risk  to  both. 

Treatment. — Preserve  the  membranes  intact  as  long  as  pos- 
sible. If  the  position  is  mento-anterior,  the  case  may  be  left 
to  nature,  provided  the  contractions  are  strong,  and  the  head  is 
not  very  large.  If  inertia  uteri  comes  on,  or  no  advance  is 
being  made  after  a  reasonable  time,  forceps  should  bf>  applied. 
In  primary  mento-posterior  cases,  version  should  be  done  as 
soon  as  the  os  is  fully  dilated.  In  secondary  mento-posterior 
cases,  an  attempt  should  be  made  to  bring  tlte  occiput  down,  3« 
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»•  to  convert  it  into  an  ordinary  vertex  p'^sentation.     The  best 
way  to  do  this  is  to  pass  the  hand  in.  grasp  the  occiput,  pull  it 
down,  and  push  the  forehead  up,  so  as  to  cause  flexion      This 
can  be  quite  easily  accomplished  at  the  time  of  rupturinR  the 
membranes,  or  shortly  afterwards,  before  the  uterus  is  firmly 
retracted  round  the  child.      In  primary  cases,  as  a   rule,   it 
cannot  be  done,  as  the  tumour,  or  whatever  has  thrown  the 
chin  up,  will  prevent  flexion.     When  the  head  is  flexed  the 
case  may  be  left  to  nature,  but  I  prefer  to  deliver  at  once  with 
forceps.     Schatz's  method  of  converting  a  face  into  a  vertex 
presentation  looks  well  on  paper,  but  is  not  very  practicable 
for  the  simple  reason  that,  in  the  majority  of  cases,  the  chin,  and 
therefore,  the  chest,  lie  to  the  back,  and  it  is  impossible  to  put 
pressure  upon  the  chest  in  the  right  direction.     If  you  fail  to 
get  the  occiput  down,  version  should  be  done  at  once. 

If  labour  has  gone  on  for  a  considei-able  time  and  the  face 
18  jammed  into  the  pelvis,  version  or  rectification  is  out  of  the 
question.  If  version  is  attempted  after  the  uterus  has  become 
retracted  round  the  child,  rupttire  will  be  almost  sure  to  happen, 
as  in  case  iii.  Extension  and  rotation  should  be  assisted  by 
bnnging  the  chin  down  and  pressing  it  forwards  with  the 
fingers.  If  nature  fails  to  deliver,  forceps  must  be  applied.  If 
the  chin  is  lying  in  the  hollow  of  the  sacrum,  forceps  may  be 
tn  if  the  child  is  still  alive,  and  if  the  head  is  not  very  largo, 
b.:  the  chances  are  that  delivery  wiU  not  be  possible.  If  the 
oxwld  is  dead,  or  if  you  fail  with  forceps,  craniotomy  should  be 
done  at  once.  The  perineum  is  very  ready  to  tear  badly  during 
delivery,  either  by  nature  or  forceps. 

Head  Moulding.—When  bom,  the  head  will  be  considerably 
moulded.  The  eyelids,  cheeks,  nose  and  lips  will  be  mucii 
swollen  and  congested,  from  the  formation  of  the  capnt  mt- 
cedaneum.  There  will  probably  be  effusions  of  blood  into  the 
conjunctive.  The  head  will  be  flattened  from  above  down- 
wards, and  the  frontal  and  occipital    bones  mil  be  bulged. 
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The  oooipito-frontal  diameter  of  the  heau  will  be  considerably 
lengthened.  The  elongated  occipital  portion  of  the  head  will 
give  a  dolichocephalic  appearance  to  the  head.  This  is  usually 
given  as  a  cause  of  face  presentations,  but  in  the  majority  of 
cases  it  is  an  effect,  and  not  a  cause.  The  swelling  of  the  lips 
will  probably  prevent  the  child  from  sucking  for  a  day  or  two, 
but  the  moulding  and  swelling  pass  off  very  quickly.  It  is 
well  to  warn  the  friends  that  the  face  will  be  disfigured,  or 
*'hey  may  blame  you  for  having  caused  this.  The  mother 
should  not  be  allowed  to  see  the  child  immediately,  as  its 
appearance  may  cause  her  considerable  shock. 

Brow  Presentation. — This  may  be  looked  upon  as  an 
arrested  face  presentation.  A  certain  amount  of  extension 
has  occurred,  but  not  sufficient  to  bring  the  chin  down.  If 
extension  goes  on,  the  case  will  ither  end  as  a  face  one,  persist 
as  a  brow,  or,  if  flexion  occurs,  may  be  converted  into  an 
ordinary  vertex  case. 

Brow  cases  are  much  rarer  than  face  ones,  and  are  caused 
by  the  same  conditions  acting  in  a  minor  degree. 

Diufinosis. — The  anterior  fontanelle  is  very  easily  felt,  and 
the  face  can  be  reached,  but  the  posterior  fontanelle  cannot  be 
touched. 

Prininosin. — If  the  case  is  left  to  nature  the  risk  to  mother 
and  child  will  be  greater  than  in  face  cases.  If  the  condition 
is  recognised  early,  and  properly  treated,  the  risk  to  the  mother 
should  not  be  great,  l)ut  the  child  will  have  to  run  the  risk  of 
artificial  delivery. 

Treatment. — If  the  case  is  seen  early,  the  head  should  be 
flexed,  and,  if  this  cannot  be  accomplished,  version  should  be 
ilone.  If  it  is  too  late  for  version,  the  chin  should  be  brought 
down,  so  as  to  convert  it  into  a  face  case.  If  thi«5  cannot  be 
done,  forceps  should  be  tried,  and,  if  they  fail,  craniotomy  must 
he  resorted  to. 

In  one  case  I  delivered  with  forceps,  the  brow  did  not  rotate 


311 


CLIXICAI.  OBHTBTRICS. 


forward,  but  oan.e  out  in  fche  tran»ver«e  diameter.     The  pehn, 
wa.  fortunately  »  very  roomy  one.     The  child  was  alive 

Case,  of  Face  Pr«.ent.tlon..-fv,..  /._a  .nultipara  w.tl. 
a  Homewhat  penduloua  abdomen  wa*  found  when  fimt  .een  t., 
have  the  09  fully  dilated  and  the  .nembranes  intact  The  fnc. 
prewnted  R.M.P..  and  wa.  not  engaged  in  the  brin,.  Fro,,. 
her  ac  ■  .  the  face  ha<.  presented  at  her  previous  labour  an.l 
version  ha.1  been  done,  but  the  child  wan  lost.  I  at  o,.c,. 
rupture  1  the  membranes,  grasped  the  occiput,  flexed  tho  hou.l 
with.H,t  any  dithculty.  and  apphed  forceps.  Delivery  of  a  lar.e 
live  chdd  w&s  easily  eflfected. 

Case  //.-A  multipara  with  a  fairly  large  jKjlvis  had  Ivhm,  i,. 
bbour  a  considerable  time.     The  membranes  were  rupt,.re.l 
but  the  ut^ms  was  not  moulded  round  the  child.     The  tac« 
presented,  but  was  not  jammed  into  the  pelvis.     The  pati..  , 
was  put  der-     ->der  chlorofc.rn,.   and   I   turned  caudoush 
When  the  lK>dy  was  born  the  arn.s  j.,s^d  up  by    t,e  side  of  the 
head.    One  was  easily  relieve,],  but  the    ther  had  passed  behin.l 
the  head.    As  I  was  afraid  of  losing  tho  c   ild.  I  decided  to  break 
the  humenas.  as  the  .juickest  way  of  getting  the  arm  freed.     I 
d,d  so  and  delivered  the  child  alne.     The  arm  was  bandaged 
to  the  body  for  a  few  days  and  then  put  in  splints,  and  it  soo:, 
united. 

Case  ///.-The  patient,  a  multipara,  uas  brought  to  hospital 
from  some  distance  in  the  country.  SI.e  died  a  few  min.,te, 
after  admission. 

Her  former  labours  had  been  normal.  The  face  presentat..,, 
(mento-posterior)  had  l,eeu  recognised  early  in  labour  Th. 
chdd  was  large  and  the  face  failed  to  enter  the  brim.  Varmus 
forms  of  forceps,  a.xis-traction  and  others  had  l>een  tried.  I.ut 
all  had  faded.  A  furrow  was  noticed  to  have  fo.-,„pd  somewh- 
obhquely  across  the  abdomen  below  the  umbilicus,  but  the 
terrible  significance  of  this  had  not  been  recognised  \,. 
attempt  was  now  made  to  do  version,  and  as  the  hand  passed 
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into  the  uterus  the  putieitt  iiuddeuly  oollapiieil.  The  hauii  wa« 
withdrawn,  »nd  the  patient  was  brought  in  an  ambulanoc  Mome 
nine  mites.  As  already  stated,  Hhe  died  a  few  ininutOH  after 
AdmioHion  before  anything  could  he  done, 

Bandl's  ring  wan  very  apparent,  running  obliquety  aomsH  the 
iiUloinen  just  below  the  umbilicuH.  The  uterus  was  evidently 
ruptured.  We  were  fortunately  allowfd  to  remov«'  thi'  uteruN. 
When  it  was  hardened  and  opene<l  we  found  the  rupturt!  just 
k'low  Bandl's  ring.  It  was  the  exact  shape  of  the  back  of  a 
closed  hand.  The  peritoneal  layer  was  intact.  There  was  a 
large  extravasation  of  blotxl  under  the  loose  peritoneum  of  the 
lower  uterine  segment  (scti  fig.  7,  p.  203). 

In  this  caH»;  the  occiput  ought  to  have  been  brought  down 
early,  (»i ,  failing  that,  version  done  before  retraction  set  in.  The 
mother'H  life  would  have  been  saved  and  probably  the  child's 
also.  To  attempt  version  after  failure  with  forceps,  especially 
when  Bandl's  ring  was  apparent,  wm  almost  absolutely  sure 
to  cause  rupture.  Craniotomy  shouiil,  of  course,  have  been 
resorted  to. 

Malposition  of  the  Arm  in  Head  Preseatations. — The 
Imiid  or  whole  arm  occasionally  presents  with  tlii'  head.  It 
inuy  he  l)y  the  side  of  back  of  the  head.  When  it  is  by  the 
>i(le  of  the  head  it  may  not  seriously  interfi  e  with  labour,  but 
when  it  is  b«?hind  the  head,  with  the  forearm  across  the  back  of 
the  neck.  '-^  condition  is  a  very  diliicult  one  to  deal  with. 

7  cat  hi  — When  the  condition  is  diagnosed  early,  the  arm 
s'lould  l)e  replaced,  by  sweeping  it  to  the  front  of  the  child's 
iKxly.  ill  the  [posterior  position  this  may  be  ditticult  to  accom- 
plish, but  the  irm  should  be  straightened  at  the  "Ibow.and  the 
torearm  brought  up  i)y  the  side  of  the  head,  and  carried  forwards 
>'-er  the  fuc-f-.  !f  this  uinnot  to  done,  delivery  shoulil  be  eiTected 
*'v  version .  If  the  head  and  hand  are  in  the  pelvic  teplace- 
uent  ma\  be  impossible.     DeUvery  should  then  '  '" 

lorcyps. 
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CHAPTEE  XXIV. 

DELAY  IN  THE  THIRD  STAGE  OF  LABOUR. 

Faults  in  the  Powers-Faults  in  the  Passages-Faults  in  the  Passenger- 
Adherent  Placenta-Succenturiate  Placenta-Adherent  Membranes- 
Treatment  of  Delayed  Third  Staf^e-Treatment  of  Hour-Glass  Con 
traction  of  the  Uterus-Treatment  of  Adherent  Placenta-Treatment 
of  Adherent  Membranes. 

Delay  in  the  third  stage  of  labour  is  usually  dealt  with 
under  the  heading  of  Retained  Placenta.  As  in  the  other 
stages,  this  may  arise  from  faults  on  the  part  of  the  powers, 
passages,  or  passenger. 

Faults  in  the  Powers.— He /-me  inertia  may  aris.  in  the 
third  stage,  from  exhaustion  of  the  uterine  muscle,  throu<,'h 
prolongation  of  the  first  or  of  the  second  stage.  In  constitu- 
tionally weak  patients  it  may  continue  throughout  the  tliird 
stage,  after  having  been  present  during  the  other  stages.  It 
may  also  arise  after  rapid  emptying  of  the  uterus  artificiallv, 
when  in  a  state  of  inaction.  After  the  child  is  born  there  "is 
usually  a  short  period  of  rest,  until  the  uterine  muscle 
regains  tone,  and  then  contractions  begin,  and  retraction 
gradually  increases,  until  the  placenta  is  separated  and  expelled 
into  the  vagina.  The  placenta  may  be  retained  in  the  vagina 
if  the  secondary  powers  are  at  fault. 

Faults  on  the  Part  of  the  Passages  .-In  a  contracted 
pelvis,  or  in  a  case  with  a  tumour  in  the  lower  part  of  the 
uterine  wall,  the  placenta  may  be  retained  after  separation,  by 
the  promontory  or  tumour  partially  obstructing  the  passa-e. 
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but  a  more  serious  fault  is  hour-glass  contraction  of  the  uterus. 
In  this  condition  the  uterus  is  constricted  about  its  middle, 
and  the  placenta  is  entirely  or  partially  retained,  in  the  portion 
of  the  uterine  cavity  aljove  the  constriction.  The  contraction 
is  really  at  Bandl's  ring  and  not  at  the  internal  os.  The  lower 
uterine  segment  and  cervix  remain  relaxed.  In  nearly  every 
case  the  condition  is  caused  by  the  administration  of  ergot. 
It  used  to  be  not  an  uncommon  occurrence  among  the  Glasgow 
Maternity  outdoor  patients,  when  ergot  was  given  as  a  routine 
before  the  expulsion  of  the  placenta ;  but  of  late  years,  since 
the  administration  of  ergot  has  been  stopped  (except  after  the 
third  stage  is  over),  no  cases  have  occurred.  Occasionally  the 
cervix  and  lower  uterine  segment  may  contract  and  cause  re- 
tention of  the  placenta,  but  this  is  rare.  It  does,  however, 
occur,  in  cases  where  the  placenta  is  retained  by  adhesions 
for  a  considerable  time,  and  may  form  a  very  serious  barrier  to 
the  subsequent  removal  of  the  placenta. 

Faults  on  the  Part  of  the  Passenger — Adherent  Placenta. 
— This  condition  is  due  to  disease  of  the  placenta  or  of  the 
decirlua,  which  prevents  separation  taking  place  through  the 
usual  layer.  The  placenta  is  much  more  fibrous  and  tough 
than  usual.  The  firmness  and  extent  of  the  adhesions  vary. 
Thus  it  may  be  total,  but  slight,  and  neitlier  separation  nor 
bleeding  may  occur  from  uterine  efforts.  It  can  easily  be 
completely  separated  manually.  Total  firm  adhesions  will 
prevent  bleeding,  but  manual  separation  will  be  very  difficult. 
It  cannot  be  peeled  off,  but  will  have  to  be  removed  bit  by 
bit,  and  portions  may  easily  be  left  behind,  and  the  uterine 
wall  may  be  injured.  In  partial  adhesions,  if  the  upper  part 
of  the  placenta  only  is  adherent,  the  lower  part  will  separate 
and  bleeding  occur,  as  retraction  of  the  lower  part  of  the  uterus 
is  hampered.  If  the  lower  part  is  adherent  and  the  upper 
part  separates,  bleeding  wiU  not  occur,  as  the  upper  part  of  the 
uterus  will  retract. 
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Succcnturiate  Placenta.— In  this  condition  there  are  one 
or  more  small  lobules  of  placenta  in  the  chorion,  quite  separate 
from  the  main  mass.  They  may  very  easily  be  left  behind,  as 
the  chorion  is  very  apt  to  tear  away,  and  the  amnion  to  strip  otf 
them.  Unless  a  careful  examination  of  the  chorion  is  made, 
you  may  miss  the  condition  at  the  time  of  delivery,  and  only 
disoove-  it  afterwards  on  the  expulsion  of  the  mass,  or  by  sec- 
ondary post-partum  hjemorrhage  occurring.  Fortunately  the 
condition  is  rare. 

Adherent  Membranes.— The  chorion  may  be  partially  or 
entirely  adherent  when  the  placenta  is  in  the  same  condition, 
but  this  may  occur  without  adhesion  of  the  placenta.  Reten- 
tion  of  a  portion  of  membranes  is  very  often  the  result  of  im- 
proper conducting  of  the  third  stage  of  labour.  As  a  rule,  both 
amnion  and  chorion  are  retained,  entirely  or  in  part,  but 
occasionally  the  amnion  comes  away  completely,  and  you  may 
be  easily  misled  by  this,  if  you  do  not  examine  the  sac  carefully 
to  see  if  both  layers  are  present. 

The  following  case  illustrates  this.     1  was  called  to  a  primi- 
para,  who  was  miscarrying   at  the  sixth  month.     A   ba?,'  of 
membrane  was  protruding  at  the  vulva.     I  ruptured  this,  "and 
the  foetus  was  expelled  in  a  few  minutes.      The  placenta  ciune 
away  in  ten  or  twelve  minutes,  with,  apparently,  a  complete 
sac.     As  I  had  ruptured  the  sac,  I  did  not  examine  the  mom- 
branes  particularly.     I  took  it  for  granted  that  both  layers  \\  ere 
present.      There  was  no  liaemorrhage    then  or  subsequently, 
but  three  days  later  the  entire  chorion  was  expelled.     Tliere 
were  no  bad  effects,   but  there  might  have  been.     The  entire 
chorion   had   been  adherent,   and  the   amnion   had  protruded 
through  the  lower  part.     That  was  what  I  had  ruptured.     The 
placenta  had  separated  at  its  edges  from  the  chorion,  and  liad 
come  away  with  the  amnion  complete.    This  caaw  shows  that  one 
cannot  be  too  careful  in  examining  every  case,  to  see  it  Iwtli 
membranes  are  complete.    Nothing  should  be  taken  for  granted. 
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Treatment  of  Delayed  Third  Sta[fe.—V'!hen  th  re  is  uterine 
inertia,  the  uteruH  should  be  actively  massaged,  to  stimulate 
contractions.  Ergot  should  not  he  given,  as  it  may  cause 
hour-glass  contraction  of  the  uterus.  If  there  should  bo  much 
haemorrhage,  the  uterus  phould  be  very  firmly  compressed,  and 
pressure  applied  downwards  and  backwards  to  separata  and 
expel  the  placenta,  and  as  soon  as  it  is  away  a  hot  douche 
should  he  given  and  a  hypodermic  of  ergotin.  Massaging  of 
the  uterus  should  be  kept  up  until  firm  retraction  has  occurred. 
If  firm  compression  of  the  uterus  fails  to  expel  the  placenta  and 
stop  the  bleeding,  the  aseptic  hand  should  lie  introduced  and 
the  placenta  removed.  The  uterus  can  then  be  firmly  kneaded 
on  the  hand  in  its  cavity,  or  in  the  posterior  fornix  behind  the 
cervix.  In  this  way  very  effectual  pressure  can  be  applied  to 
the  uterus,  and  this  will  cause  it  to  contract  and  stop  the 
bleeding. 

In  many  cases  of  retention  of  the  placenta  it  is  really  lying  in 
the  vagina,  and  it  can  then  be  expelled  by  pressure  upon  the 
uterus,  or  it  may  be  withdrawn  by  traction  on  the  cord.  With 
a  contracted  pelvis,  or  a  tumour  in  the  lower  uterine  segment, 
pressure  from  above  will  usually  sufiice. 

Treatment  of  Hour-fjlasn  Contraction  of  the  Utcrits. — Put 
the  patient  under  chloroform,  and  pass  the  aseptic  hand  into 
the  uterus  in  a  cone-shape,  and  dilate  the  constriction.  If  the 
placenta  is  not  separated,  peel  it  off,  and  remove  it  at  once. 
Then  give  an  intra-uterine  douche. 

Treatment  of  Adherent  Placenta. — The  aseptic  hand  must  be 
passed  into  the  uterus,  and  the  placenta  peeled  off,  by  insei-t- 
ing  the  edge  of  the  hand  between  it  and  the  uterine  wall. 
Always  separate  it  completely  before  attempting  to  remove  it, 
as  you  might  invert  the  uterus  if  you  dragged  on  the  placenta 
before  the  upper  part  of  it  was  separated.  When  it  is  very 
firmly  adherent  you  may  have  to  remove  it  in  bits.  Small 
portions  are  then  liable  to  be  left  behind,  and  the  uterine  wall 
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may  be  injured.     Give  an  intra-uterine  douche  as  soon  as  the 
placenta  and  membranes  are  cleared  out. 

In  every  case  where  the  placenta  is  not  complete,  or  a  lobule 
of  a  succenturiate  placenta  has  l>een  left  behind,  you  must 
explore  the  uterus  at  once  and  remove  the  adherent  po-tion. 

Treatment  of  Adherent  Membranes. —In  pverj  case  where 
you  are  quite  sure  a  portion  of  the  membranes  has  been 
retained,  you  should  explore  the  uterus  at  onee  and  clear  it  out. 
A  small  piece  of  membrane  may  not  cause  any  mischief,  but 
you  cannot  trust  to  this.  With  proper  aseptic  precautions 
there  is  no  risk  in  exploring  the  uterus.  In  all  cases  where 
the  hand  has  been  introduced  an  intra-uterine  douche  should 
be  given.  It  is  advisable  to  give  the  patient  an  anjcsthetic 
when  the  hand  has  to  be  passed  into  the  uterus.  The  operation 
can  be  done  quite  weU  without  it,  but  causes  considerable  pain 
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Causes  of  Irregular  Presentations  —  Pelvic  Presentations  —  Positions  — 
Mechanism — Causes  of  Delay  in  Breech  Cases — Upward  Displace- 
ment of  the  Arms — Impaction  of  the  After-coming  Head. 


Irregular  Presentations. 

In   these  labours  some  other  part  of  the  child  than  the  head 
presents.     The  presentation  may  be  pelvic  or  transverse. 

Causes  of  Irregular  Presentations Broadly  speaking, 

the  foetus  may  be  said  to  accommodate  itself  to  the  shape 
of  the  uterus,  more  especially  during  the  later  months  of 
pregnancy.  The  long  axis  of  the  uterus  will  com:  to  be 
occupied  by  the  long  axis  of  the  foetus ;  therefore,  in  the  vast 
majority  of  labours  at  full  time,  either  the  head  or  the  breech 
of  the  foetus  presents.  The  cause  of  the  preponderance  of  head 
presentations  is  said  to  be  gravity,  as  the  head  is  much  the 
heavier  portion  of  the  foetus,  but  the  shape  of  the  uterus  must 
also  be  taken  into  account.  The  flexed  back  and  breech  of  the 
foetus  naturally  fit  ti  fundus  much  better  than  the  head.  By 
reflex  movements,  the  foetus  probably  moves  itself  into  the  posi- 
tion which  will  cLuce  least  pressure  upon  it.  Until  well  on  in 
pregnancy  the  foetus  is  relatively  small,  compared  to  the  cavity 
of  the  uterus,  and  it  may  occupy  any  position  and  change  this 
position  frequently,  but,  as  it  nears  full  time,  it  takes  up 
the  position  which  it  will  be  found  to  occupy  when  labour 
commences.     This   accounts   for   the   frequency   of    irregular 
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Fesentations  in  premature  labours.  The  tonicity  of  the  fcetuh 
helps  to  keep  it  in  its  final  position,  but  if  it  be  dead  an.l 
macerated  this  no  longer  holds  good,  hence  the  frequency  of 
irregular  presentations  with  dead  foetuses.  Anything  which 
wUl  interfere  with  the  normal  shape  of  the  uterus,  such  as 
tumours  or  congenital  malformations,  or  with  the  shape  of 
the  foetus,  as  hydrocephalus,  malformations  and  monsters. 
will  disturb  the  balance,  and  tend  to  irregular  presentations. 
Overdistention  of  the  uterus  from  hydramnios  also  tends  to 
this,  as  it  allows  greater  freedom  of  movement  to  the  foetus, 
so  that  at  full  time  it  is  in  much  the  same  position  as  a  sixth 
or  seventh  month  foetus  under  ordinary  conditions.  In  multiple 
pregnancies,  irregular  presentations  are  common  from  the  same 
cause. 

Pelvic  Presentations— These  occur  in  about  3  per  cent,  of 
all  labours.  They  are  divided  into  three  varieties,  viz.,  breech, 
foot,  and  knee,  according  to  whether  the  buttocks,  foot,  or  knee 
enters  the  brim  first.  The  attitude  of  the  foetus  in  iitero 
is  the  same  as  when  the  head  presents,  viz.,  one  of  Hexion. 
The  thighs  should  be  flexed  upon  the  abdomen  and  the  lei,'s 
upon  the  thighs.  As  a  rule,  the  feet  are  well  up,  but,  if  the^- 
happen  to  be  low  down,  one  or  both  may  be  felt  at  the  brim. 
In  some  cases  the  legs  are  not  flexed,  but  extended,  and  the 
feet  then  lie  weU  up  on  the  chest.  In  this  condition  impaction 
is  liable  to  occur,  as  we  shall  see  later.  If  the  foetal  attitmie  of 
flexion  becomes  undone,  the  knee  presents.  This  is  the  rarest 
of  the  three  varieties. 

Causes.— Anything  which  interferes  with  the  normal  shape 
of  the  uterus  or  foetus  tends  to  cause  pelvic  presentations,  .'.-/., 
excessive  liquor  amnii,  multiple  pregnancies,  tumours  of  tlie 
uterus  or  foetus,  contracted  pelvis,  oWiquity  of  tlie  uterus, 
placenta  previa.  Monsters,  dead  or  premature  children,  and 
those  suffering  from  hydrocephalus,  frequently  present  in  this 
way. 
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Diafimsis. — By  abdominal  palpation  the  rounded  head  can 
be  made  out  at  the  fundus.  The  foetal  heart  will  be  heard 
loudest  above  the  umbilicus.  The  membranes,  if  unruptured, 
will  protrude  in  a  sausage  shape.  They  are  liable  to  rupture 
early,  because  the  breech  does  not  effectually  dam  back  the 
Ii(|Uor  amnii.  The  presenting  part  will  l)e  much  softer  than  the 
head,  not  so  rounded,  and  no  sutures  or  fontanelles  will  be  felt. 
The  sacrum,  coccyx,  and  ischial  tuberosities  can  be  recognised. 
When  the  membranes  are  ruptured  the  anus  and  genital  organs 
can  be  felt.  The  anus  can  be  told  from  the  mouth  by  the  fact 
that  there  are  no  hard  gums  or  tongue  inside  of  it.  The  anus 
has  actually  been  mistaken  for  the  undilated  os,  and  the  perin- 
eum of  the  child  torn  by  attempts  to  dilate  it.  The  examining 
finger  will  be  stained  with  meconium.  The  crest  of  the  ilium 
can  often  bs  reached,  and  the  finger  passed  into  the  fold  of  the 
groin.  This  may  be  mistaken  for  the  axilla,  but  in  the  latter 
you  should  be  able  to  feel  the  ribs.  When  the  foot  presents  it 
can  he  distinguished  from  the  hand  in  that  it  is  placed  at  right 
angles  to  the  limb,  the  heel  is  prominent,  the  toes  are  about 
equal  length,  and  the  big  toe  cannot  be  separated  at  right  angles 
from  the  others  or  bent  over  the  sole,  as  the  thumb  can.  The 
knee  may  be  distinguished  from  the  elbow  by  being  broader 
and  not  so  pointed.  It  will  be  somewhat  depressed  in  the 
centre  with  a  prominence  at  each  aide,  while  the  elbow  will  be 
prominent  at  the  centre  and  depressed  at  each  side.  If  you 
have  any  difficulty  in  deciding  the  matter,  pass  your  hand  along 
the  limb  until  you  reach  either  the  foot  or  hand. 

Procjnosk. — The  mother  does  not  run  any  p  ate'-  lisk  than 
in  an  ordinary  head  first  labour,  but  the  ch:,.|  decs.  About 
20  per  cent,  of  the  children  are  lost.  The  danger  to  the 
child  arises  from  early  rupture  of  the  membranes,  and  delay  in 
the  delivery  of  the  after-coming  head,  which  allow  of  pressure 
upon  the  placenta  and  cord.  The  child  may  also  make  efforts 
to  breathe  while  the  head  is  in  the  vagina,  and  become  suffo- 
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oated  from  drawing  raucus,  etc.,  into  its  air  passages.  It  may 
also  be  injured,  and  even  killed,  during:  artificial  delivery.  Thp 
legs,  arms,  or  clavicles  may  be  broken  or  dislocated,  and,  wHiit 
is  of  more  consequence,  the  neck  dislocated,  and  the  spinal 
cord  torn.  In  contracted  pelves  the  skull  may  be  fractured, 
or  a  blood-vessel  burst  in  the  brain.  I  have  seen  a  skiagram, 
taken  from  a  child  a  month  old,  which  showed  fractures  of  both 
femora  and  one  arm,  which  had  evidently  occurred  in  deliverinj; 
the  child  by  the  breech. 

Positions. — There  are  four  positions  as  in  ordinary  vertex 
cases.  The  sacrum  is  usually  taken  as  the  denominator,  but 
unfortunately  it  is  not  the  part  which  leads,  neither  does  it 
follow  the  rale  of  internal  rotation,  riz.,  to  pass  forwards  undei 
the  pubic  arch.  It  is  the  front  hip  of  the  child  which  leads 
and  rotates  forward.  I  shall  a;1  jpt  Berry  Hart's  nomenclature, 
and  divide  the  positions  into  dorso-anterior  and  dorso- posterior, 
and  each  of  these  into  right  and  left  coxa-cotyloid.  Right,  and 
left,  anterior,  and  posterior,  all  refer  to  the  mother. 


I.  Dorso-anterior 

3.  Dorso-posterior 
4 


Right  coxa-cotyloid  =  L.S.A. 

Left      .,          ,.  =  R.S.A. 

Right    „          ,.  =  R.S.P. 

T^ft      „          ,.  =  L.S.P. 


In  the  dorso-anterior  the  back  of  the  child  lies  anteriorly, 
and  in  the  first  the  child's  left  hip  will  be  to  the  front  and  ri<;ht 
side  of  the  pelvis,  R.C.C.  In  the  second  the  child's  right  hip 
will  l)e  to  the  front  and  left  .side  of  the  pelvis,  L.C.C.  In  tlie 
dorso-posterior  the  back  of  the  child  lies  towards  the  back  of 
the  pelvis,  but  either  the  ri«ht  or  left  hip  will  be  to  the  front. 
In  the  third  the  rij^ht  hip  will  be  to  the  front  and  right  of  the 
pelvis.  R.C.C,  and  in  the  fourth  the  left  hip  will  he  to  the  front 
and  •'   !:  of  the  pelvis,  L.C.C, 

Th  irst  is  by  far  the  most  frequent,  and  the  third  the  next 
in  frequency  as  in  vertex  cases. 

Mechanism. — If  the  fcetus   is  small  the   breech  may  be 
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driven  HtraJKht  down.  hut.  iih  iv  rnlu,  the  anterior  hip  piiHHes 
down  in  advance.  The  tirnt  movement  is  one  of  descent,  with 
the  anterior  hip  in  advance.  The  hisiliac  diameter  passes 
down  in  one  or  other  oblique  diameter.  In  the  first  mid  third 
it  is  in  the  left  oblique,  and  in  the  second  and  fourth  in  the 
ri>?ht.  When  the  leading'  or  anterior  hip  reaches  th»'  floor  of 
the  pelvis,  it  follows  the  rule  for  internal  rotation,  and  passes 
forwards  under  the  pubic  arch,  and  the  ijosterior  one  is  forced 
over  the  |)erineum  by  a  movement  which  is  pi-actically  exten- 

I.  R.C.C.  11.  L.c.c. 


sion. 


V 
"1  RC.C.  IV.  L.C.C. 

Fkj.  24.— Four  positions  in  hreech  presentation  from  below. 

The  legs  and  body  are  then  expelled.  The  arms  should 
be  folded  across  the  chest.  The  anterior  shoulder  passes 
foiwards  under  the  pubic  arch,  and  the  posterior  sweeps  over 
the  {jerineum.  The  after-coming  head  enters  the  jxilvis  with 
its  long  diameter,  the  occipito-frontal,  in  the  transverse,  and 
as  it  comes  down,  the  occiput  rotates  forwards  under  the  pubic 
arch,  th"  forehead  passing  into  the  hollow  of  the  sacrum.  This 
causes  an  external  rotation  of   the  body.     The    nape   of   the 
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neak  it  fixed  under  the  pubic  ftroh.  the  chin,  face  and  forehead 
■weep  over  the  perineum  by  a  movement  of  flexion,  and  th<. 
birth  iH  finished.  In  a  few  rare  oases  the  chin,  instead  of  tii.- 
occiput,  passes  forwards  under  the  pubic  arch.  The  chin,  faco, 
and  forehead  may  then  be  expelled  by  Hexion.  or  the  occiput 
and  vertex  sweep  over  the  perineum  and  the  head  l)e  Iwrn  bv 
a  movement  of  extreme  extension,  the  face  of  the  child  looking 
directly  into  the  vagina  as  the  birth  is  completed. 

The  caput  suocedaneum  will  be  over  the  leading  hip  an.  I 
genital  organs.  The  scrotum  of  a  male  may  he  very  nrnd. 
swollen,  and  quite  black  from  effused  blood. 

Causes  of  Delay  in  Breech  Cases.— The  first  stage  is  a).t 
to  be  prolonged  by  the  membranes  rupturing  early.  In  the 
second  stage  we  get  delay  from  impaction.  The  breech  comes 
down  into  the  pelvis  and  is  jammed  there.  This  may  hapi)eri 
with  a  large  child,  when  the  soft  parts  are  rigid,  when  a 
tumour  obstructs,  when  the  pelvis  is  contracted,  but  a  very 
common  cause  is  extension  of  the  legs,  so  that  the  feet  lie  \\v]\ 
up  on  the  chest  and  are  caught  by  Bandl's  ring. 

Upward  Displacement  of  the  Arms.— This  is  apt  to 
happen  if  traction  is  made  on  the  legs.  It  is  also  apt  to 
occur  in  contracted  pelves.  The  elbows  hitch  on  the  brim, 
and  the  arms  are  thrown  up  by  the  side  of  the  head  and 
effectually  block  the  passage. 

Impaction  of  the  After-coming  Head— This  is  very  apt 
to  occur  in  contracted  pelves,  also  when  the  head  is  large",  and 
when  traction  is  made  on  the  legs,  without  at  the  same  tin lo 
applying  supra-pubic  pressure.  If  traction  is  made  on  the 
legs,  the  head  is  liable  to  become  extended,  and  a  long  diameter 
is  thus  substituted  for  a  short  one,  so  the  head  is  apt  to  I.e 
arrested. 

Treatment.— Keeip  the  membranes  intact  as  long  as  possible. 
Leave  the  delivery  to  nature  until  the  breech  is  bom,  and  tiie 
l)ody  expelled,  as  far  as  the  umbilicus,  then  draw  down  a  loop 
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of  the  oord,  and  feel  if  it  is  pulsating.  If  the  oord  is  quite 
pulseless  and  Hacoid,  the  child  is  dead,  ami  there  is  no  need 
for  hurry  ;  if  it  is  pulsating  quite  freely,  there  is  no  immediate 
danger  to  the  child ;  hut  if  pulsation  is  very  quick  and  fueble, 
(luUvery  must  he  etiec'»ed  quickly,  if  the  child  is  to  Imj  saved. 
In  any  case,  when  the  child  is  alive  delivery  must  not  be 
prolonged  many  minutes,  as  the  risk  is  oonsiduralile  from 
pressure  upon  the  placenta  or  cord,  or  from  the  child  at- 
tempting to  breathe  and  thus  suffocating  itself  by  drawing 
mucus  into  the  air  passages.  The  child's  body  should  be 
wrapped  in  a  warm  towel  to  prevent  it  getting  chilled.  When 
the  iKxly  is  being  expelled,  suprapubic  pressure  should  Ih)  kept 
up  to  keep  the  head  Hexed  and  prevent  the  arms  passing  up 
by  its  side.  If  the  arms  are  not  quickly  expelled,  they  must 
l)ti  brought  down.  Seize  the  child's  legs  and  swing  the  body 
as  far  out  of  the  way  as  |)ossible  with  one  hand,  so  as  to  allow 
the  fingers  of  the  other  hand  to  i>e  ^mssed  along  the  front  of 
the  chest  until  the  nearest  arm  is  reached.  The  fingers  should 
be  passed  into  the  bend  of  the  elbow,  and  the  forearm  and 
hand  swept  down  over  thci  front  of  the  child.  Relieve  the  most 
accessible  arm  first,  and  then  the  other  can  usually  l)e  easily 
reached.  You  will  probably  have  to  change  hands  to  relieve 
the  second  armr.  The  head  may  l)e  expelled  by  nature,  but, 
as  a  rule,  assistance  will  be  required.  The  best  metho<l  is  by 
suprapubic  pressure,  which  can  i)e  combined  with  traction  on 
the  body.  With  the  patient  on  her  t>ack,  get  an  assistant  to 
press  firmly  on  the  uterus,  downwards  and  backwards  through 
the  alxlominal  wall.  This  may  be  sufficient  to  expel  the  head, 
but,  if  not,  traction  can  be  combined  with  it.  Place  the  body 
of  the  child  on  your  left  arm,  and  pass  the  hngers  of  the  left 
hand  along  the  vagina  into  the  mouth  of  the  child,  or  on  each 
side  of  its  nose.  The  right  hand  should  either  grasp  over  the 
shoulders,  or  its  hngers  should  be  passed  into  the  vagina  against 
the  occiput.     The  body  of  the  child  should  then  be  swung  as 
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far  forwards  an  ixwsibl..  towarHn  the  mother  »  aWoms,,.  h,„| 
the  heiMl  Hexed  and  ievoied  out  when  the  f»«e  lies  in  th.- 
hollow  of  tho  nacrum.  [f  the  face  has  rotated  forwai-dn.  thr 
iKxly  of  the  child  Hhould  1x3  Hwun«  hack  towanln  the  mother  s 
l»ack,  and  the  faoe  Ihj  brought  out  Hrst  by  flexion.  Care  musi 
1)0  Uken  not  to  draw  the  hea.1  out  too  ,,uiokly.  as  the  perineum 
may  be  l)adly  torn.  Suprapubic  rxensure  in  bv  far  the  Im-hi 
method,  and  shoul.l  alwass  be  practiHe<l  along  with  traction,  il 
not  sulhcient  alone.  It  in  following  nature's  method  of  ex 
pulsion,  and  tends  to  increase  Hexioii.  while  traction  from  Ijeloxv 
tends  to  oiiuse  extension,  of  the  head. 

In  applying  traction  to  the  Ixxly  of  the  child,  care  mum  b,. 
taken  not  to  injure  the  neck,  and  if  the  fingers  are  hook.-.l  im„ 
the  mouth  not  to  tear  the  cheek,  or  break  the  j,.w.     If  there  k 
any  delay,  the  child  will  he  \mn  asphyxiated,  so.  in  every  ch-., 
prepanvtions  for  reviving  it  should  be  made  beforehand. 

Treatin^ml  »/  Uelujfcd  CVi.u-.s.-When  the  membranes  ruptii.. 
early  there  will  Im3  delay  in  the  fust  ,t„.„;  ami.  as  the  li,,u.., 
arauu  wdl  lie  completely  drained  away,  the  pressure  upon  th. 
ohdd  may  soon  begin  to  1. 11.     The  best  .nethotl  of  hasten.n.. 
dUatation  is  by  means  of  Champotier  do  Ril)es'  bag.     It  will 
prevent  the  escape  of  any  liquor  anmii  which  is  still  in  tli.^ 
uterus,  ami  thus  help  to  preveni   injurious  i)ros8ure  u,)on  th, 
child.      Manual  dilatation  under  chloroform  may  be  necessarx . 
Second  .S7a;/«-.— Impaction  of  the  breocii  mav  l)e  caused  l'.> 
the  large  si/e  of  the  child,  rigidity  of  the  soft  parts,  contracte.1 
pelvis,  tumours,  or  extension  of  the  legs,  so  that  the  feet  lie  wdl 
up  on  the  chest.     The  usual  explanation  of  the  cause  of  impa.' 
tion  when  the  legs  are  extcuuled.  is,  that  the  i,elvis  is  Hexed  upon 
the  trunk  at  the  lumbar  articulations,  and  the  trunk,  pelvis, 
and  legs  of  the  f ,  tus  form  a  wed-e  which  cannot  pass  throu-h 
tlie  maternal  pelvis.      I  do  not  agree  with  this.     The  pelvis  ol 
the  child  is  jammed  into  the  mother's  pelvis  and  is  not  flexed 
m  the  way  •:,   aribed.     In  these  cases  the  liquor  amnii  wiU  be 
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drained  away  early,  and  moaldinK  of  the  uteruK  round  tho  ohild 
will  he  evident.  Bandl'H  ring  heginn  to  form,  tuid  »h  the  feet 
lie  at)OV«  it  they  are  OHUght  by  it,  and  th»  oliild  iH  hitched  by 
its  feet.  With  each  oontraotiun  uf  the  uterus  Bandl's  ring  uon- 
traots,  and  the  child  in  held  fant,  instead  of  bein^  force<l  down. 
The  foUowinn  cane  illuHtrateH  thiH.  The  jxitient  was  tliirty- 
nine  yearn  of  age,  xi.-para.  Her  former  lalnjurs  had  been  e»K\ , 
except  the  last  one,  three  yearH  ago,  when  I  hiwl  delivered  her, 
with  foroepji,  of  a  very  large  child.  The  iiienibraneM  i-upture.l 
in  the  niurning,  but  contractionH  did  not  conie  on  until  2  I'.m. 
By  ii  I'M.  the  breech  had  deHcended  into  the  cavity.  The  painn 
were  very  Htrong,  but  no  further  iwlvance  waH  made  during  the 
next  hour,  so  the  nurse,  whose  case  it  was,  nent  for  me.  I  f;>und 
the  uteruH  was  moulded  round  the  Ixxly.  The  breech  was  in 
the  (nvvity,  dorno-anterior  R.C.C.  The  contractions  were  ex- 
cKodingly  strong,  but  no  advance  was  being  made. 

The  patient  was  put  very  deeply  under  chloroform,  as  1 
wished  to  find  out  the  cause  of  delay  l)efore  delivering.  On 
carefully  pasuiiig  my  hand  in,  I  found,  as  1  ex))ecte<l,  the  legs 
extended.  The  retracvioi)  ling  was  very  distinct,  forming  a 
le<lge  round  the  Ui^r.or.  «r'!   the  feet  were  both  hitched  above 

ic:-.  •  .s  perfectly  plain,  an  no  descent 
s  >i.:f  feet  remained  al)ove  the  ting. 
;!,  ^.iii'li'.nd  round  the  body  of  tiie  child 
ly  in  -'nhitching  the  feet  and  drawing 
Tilt  body  was  easily  delivered,  Itut,  in 
spite  of  firm  suprapuitic  pressure,  one  of  the  arms  |)assed  up. 
The  ell)ow,  1  suspect,  was  caught  by  tiie  ring.  When  it  was  freed 
delivery  of  the  after-coming  heiul  was  easily  accomplished. 
The  child,  a  large  male,  was  alive.  The  mother  made  a  ^ood 
recovery, 

The  impacted  breech  may  lie  delivered  by  forceps,  but  the 
instruments  are  liable  to  slip.  If  possible  a  foot  should  be 
brought  down,  and  then  there   will    l>e   no   further  difficulty. 


it.     The  cause  ol  th 
could  take  place  >■     iu. 
The  uterus  was  gi    'o- 
that  I  had  some  nilii! " 
one  of  the  legs  dowi.. 


3a8 


CLINICAL  OBSTETRICS. 


This  can  easUy  be  done  when  the  legs  are  flexed,  but  when 
they  are  extended  the  Kreatest  care  must  be  taken  and  the 
patient  should  be  deeply  under  chloroform,  as  the  lower  uterine 
segment  might  very  easily  be  ruptured.  If  a  foot  cannot  be 
brought  down,  traction  should  be  made  on  the  groin  by  hooking' 
the  fingers  through,  pasting  an  aseptic  fillet,  or  using  a  bhnu 
hook.  There  is  great  risk  of  fracturing  the  femur,  especially 
when  the  blunt  hook  is  used.  In  some  cases  the  breech  can- 
not be  got  through  until  it  has  beexi  broken  up.  The  cephalo- 
tribe  should  be  used  lo  deliver  with,  and  the  after-coming  head 
should  1)6  perforated,  before  an  attempt  is  made  to  drag  it 
through. 

Upward  Diaplacevienl  of  the  Anns.—Thia  can  be  prevented, 
in  many  cases,  by  keeping  up  suprapubic  pressure  durin^' 
the  descent  of  the  body.  The  method  of  dealing  with  the 
arms  has  aheady  been  described.  If  an  arm  happens  to  be 
displaced  l)ehind  the  head,  and  the  forearm  cannot  l)e  swept 
forwards,  and  over  the  face,  it  may  be  necessary  to  break  the 
humerus.  This  accident,  or  separation  of  the  epiphysis  and 
diaphysis,  or  fracture  of  the  clavicle  may  happen  in  any  case. 

Impaction  of  the  A/te,-cotnm;i  Heiul.—ihia  may  be  due 
to  disproportion  l>etween  the  size  of  the  passage  and  the  head, 
from  a  large  heail  or  a  small  pelvis,  but  is  most  frequently 
caused  by  extension  of  the  head  by  traction  from  below,  with- 
out suprapubic  pressure.  Suprapubic  pressure,  combined  with 
traction  from  below,  as  already  described,  will  often  suffice. 
Forceps  may  be  used  and  they  act  well.  The  body  of  llu' 
child  should  be  thrown  well  forward  on  to  the  mothers 
abdomen  when  the  chin  is  behird.  The  blades  are  applied  t., 
the  sides  of  the  laead  on  the  front  of  the  child's  body,  so  that 
the  chin  lies  between  the  shanks.  Traction  will  then  rapid!) 
deliver  the  head.  In  breech  cases  it  is  well  to  have  your 
forceps  ready,  so  that  in  case  of  need  no  time  may  be  lost  iii 
applying  them. 
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If  an  after-coming  head  is  too  large  to  pass,  or  the  pelvis  too 
small  to  allow  it  to  do  so,  prolonged  traction,  either  on  the  lega 
or  with  forceps,  must  not  be  indulged  in.  The  child  will  in  all 
probability  be  dead,  but,  alive  or  dead,  the  head  should  l)e  perfor- 
ated, and  the  brain  evacuated.  This  may  l)e  done  behind  the  ear, 
or  through  the  roof  of  the  mouth.  Vigorous  traction  may  not 
only  break  the  neck,  but  even  cause  decapitation,  a  very  serious 
accident  to  happen,  as  the  utmost  ditticulty  is  experienced  in  de- 
livering a  decapit)«,ted  head,  especially  if  the  pelvis  is  contracted. 
Under  no  consideration  should  tlie  neck  he  severed.  I  have 
more  than  once  known  this  to  Ih)  done  in  hopes  that  the  head 
could  then  be  easily  grasped  with  forceps,  but  with  dire  results. 
If  such  an  accident  happens,  the  head  should  be  perforated  and 
delivered  with  the  cephalotribe. 

Malrotation  of  the  Head. — The  chm  rarely  passes  to  the  front. 
This  e-an  be  prevented  during  the  deUvery  of  the  body.  If  it  has 
passed  forwards,  the  body  of  the  child  must  be  swung  back- 
wards instead  of  forwards,  and  the  chin  and  face  brought  out 
under  the  pubic  arch.  This  may  l)e  assisted  by  making 
pressure  on  the  occiput  through  the  rectum,  so  as  to  tiex  the 
head.  Forceps  are  not  very  useful  in  tliese  cases.  They  will 
not  promote  delivery  in  the  natural  way,  unless  applietl  the 
reverse  way.  The  chin  is  said  occasionally  to  hitch  iil);)ve  the 
symphysis,  and  the  occiput  then  descends  into  the  hollow  of 
the  sacrum.  In  such  a  case,  the  occiput  must  necessarily  pass 
over  the  perineum  first  and  the  face  be  born  last,  the  child 
looking  directly  into  the  vagina  as  birth  is  completed.  A  small 
heati  might  escape  in  this  way,  but  the  stmin  upon  the  peri- 
neum would  be  very  great.  Forceps  could  be  applied  behind 
the  body  of  the  child,  so  that  the  occiput  would  lie  between  the 
shanks,  but  in  most  cases  perforation  would  be  necessary.  The 
child  would  very  probably  be  dead.  If  it  were  dead,  one  should 
perforate  at  once,  without  attempting  to  deliver  it  by  traction. 
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Tranuverso  Presentations— I'ositious-Mecliauism  SpouUmuous  Ucnh- 
cation— Spontaneous  Version— Sinrntaneous  Evolution  Siwitiiiuoiis 
Expulsion. 

Transverse  Presentations.  -The  lon^'  axis  of  the  luins 
lies  more  or  leas  transverse  to  the  lon^  axis  (jf  the  t  not  her. 
Some  part  of  the  trimk  presents,  and.  as  it  is  most  frequently 
the  shoulder,  these  cases  are  often  spoker.  of  as  shouldei-  pre- 
sentations. The  hand,  arm,  elhow,  shoulder,  or  rihs  ii,a\  h. 
the  part  felt.     The  arm  may  bL'  prolapsed  into  the  vagina. 

CaMses.-— Prematurity,  death  of  the  foetus,  excessive  liipior 
amnii,  placenta  prasvia.  twins,  tumours,  and  ohlicjuity  ol  tlu 
uterus  are  all  causes. 

Premature  and  mature  foetuses  with  excessive  liquor  ainnii 
move  about  freely  in  the  uterine  cjivity,  and  are  verx  liaf)l('  to 
present  transversely.  The  same  thin^  is  likely  to  occur  witli 
a  dead  foetus,  as  it  is  much  more  flexible  than  a  living  one  m.l 
any  part  of  the  body  may  be  driven  down  instead  of  the  h.iyj, 
With  placenta  pnevia,  you  have  both  the  shape  of  the  uterine 
cavity  altered  and  the  prematurity  of  the  labour  as  predisposing 
causes.  With  twins,  one  or  both  are  liable  to  be  transverse 
from  the  altered  shape  of  the  uterus.  At  full  time,  obIiquii\  df 
the  uterus  is  the  most  fretjuent  cause.  The  cause  ot  <\v 
obliquity  may  be  a  tumour,  or  a  contracted  pelvis,  so  rb-s,- 
may  be  considered  together.  When  the  uterine  axis  is  oblKiue, 
the  lon^  axis  of  the  foetus  will  be  oblujue,  and  the  head  will  !ir 
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in  the  iliao  fossa  of  the  side  opposite  to  that  towards  which  the 
fundus  leans.  If  the  head  is  so  far  over  that  the  occiput  can- 
not enter  the  brim  as  the  uterine  contractions  force  the  foetus 
down,  a  face,  or  a  transverse,  presentation  will  result.  If  the 
l)o<ly  is  lying  so  that  extension  of  the  head  can  occur  the  face 
will  come  into  the  brim,  but  if  it  is  so  placed  that  extension 
cannot  occur,  the  shoulder,  or  some  part  of  the  body,  will  enter. 
Frciincniij. — Transverse  presentations  occur  in  about  1  in 
•JOO  cases. 

DiHiinosis. — The  abdomen  will  appear  broader  than  natural, 
and,  on  palpating  it,  the  long  axis  of  the  uterus  will  be  found  to 
lie  more  or  less  transversely  to  the  long  axis  of  the  mother. 
The  rounded  head  will  be  felt  at  one  side,  and  the  breech  at  the 
other.  If  it  is  dorso-anterior,  the  back  of  the  child  will  be  felt 
to  the  front,  and,  if  it  is  dorso-i)osterior,  the  Iimi)s  will  be  made 
out  to  the  front.     The  fcBtal  heart  will  be  heard  low  down. 

I'rr  ruiitmm  the  presenting  part  will  be  felt  high  unless  the 
band  or  arm  is  prolapsed.  If  the  membranes  are  unruptured, 
they  will  protrude  in  a  sausage  shape.  When  the  presenting 
part  is  high  it  will  be  soft.  If  it  is  the  shoulder,  three  bony 
ridges  can  be  recognised,  viz.,  the  clavicle,  the  humerus,  and  the 
spine  of  the  scapula  radiating  from  one  spot.  If  the  finger  can 
!)('  passed  into  the  axilla,  the  ribs  can  lie  felt,  and  this  will 
distinguish  it  from  the  fold  of  the  groin  in  a  breech  presenta- 
tion. If  the  liand  presents,  it  can  easily  be  recognised  from  the 
toot  by  the  absence  of  the  heel,  the  difference  between  the 
length  of  the  fingers  and  thumb,  and  the  freedom  with  which 
the  tluiinl)  can  be  bent  over  the  palm,  or  extended  at  right 
iingk's  to  the  hand.  The  elbow  can  he  diagnosed  from  the 
knee  by  its  pointed  extremity,  with  a  hollow  at  each  side, 
instead  of  a  hollow  in  the  centre,  with  a  prominence  at  either 
side.  If  you  are  in  doubt,  try  to  reach  the  hand  or  foot. 
When  the  side  of  the  chest  presents,  the  ribs  can  be  easily 
distinguished.     The  cord  is  very  liable  to  be  prolapsed. 
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Prognosis. —The  risk  to  the  mother  is  very  great  if  the  case 
is  left  to  nature,  but,  if  it  iu  proi^rly  treated  early,  there  should 
not  be  very  much  risk.  The  woman  may  die  of  exhaustion,  of 
rupture  of  the  uterus,  from  the  result  of  operative  interference, 
or  from  hemorrhage,  or  sepsis.  The  risk  to  the  chii.l  C 
exceedingly  great.  A  living,  fuU-time  child  can  hardly  be  bora 
alive  by  natural  etforts.  Besides  the  risk  of  pressure  interfer- 
ing  with  the  placental  circulation,  you  have  all  the  risks  of 
artificial  delivery  by  turning.  By  proper  treatment  the  risk  to 
the  child  is  lessened,  but  in  all  cases  it  is  great. 

Positions.— The  shoulder  or  acromion  process  is  the  de- 
nominator, and  four  jjositions,  corresponding  to  the  vertex  ones, 
are  given.  As  in  pelvic  presentations,  they  may  be  divided 
into  two  main  divisions,  viz.,  two  dorso-anterior,  and  two  dorao- 
posterior  positions,  i.e.,  a  right,  and  left  dorso-anterior,  and  a 
right,  and  left  dorso-posterior ;  "right,"  and  "left,"  "anterior,' 
and  "  posterior  '  referring  to  the  mother. 

1.  Dorso  anterior,   Left     Acromio-iliac -=  Left    Acromio  -  anterior  LA.A. 

'"*•       ••  •'  ^^'S'lt        ..  „  =  Kight         „  „  li  A.A. 

3.  Uorso  posterior,  liight        „  „  =  Kiglit  Aeromio-posterior  H.V.I'. 

*•       "  ••  ^'<''*  -  ■.  -  l^eft  „  „  1..A.I'. 

Coiim-  of  the  Labour.  ~U  the  child  is  small,  or  dead  and 
softened,  the  labour  may  end  in  its  expulsion  in  one  ol  the 
ways  to  be  described,  Init  if  it  is  large,  alive,  or  only  recently 
dead,  the  uterus  may  rupture,  or  the  contractions  of  the  ntenis 
may  entirely  cease  and  the  labour  pass  off.  This  last  is  a  very 
fortunate  termination,  if  there  is  no  assistance  at  luind.  The 
child  will  be  dead  before  this  happens,  and  if  the  woman  dues 
not  die  of  exhaustion,  labour  will  come  on  again  in  a  tew  days, 
when  the  child  will  !)«  softened,  and  may  be  exi)elled  ([uite 
easily.  A  small,  Hexilile  child  is  occasionally  expelled  alive,  as 
in  premature  cases,  or  a  second  child  of  twins. 
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Mechanism. 

1 .  Spontaneous  Rectification,— The  footus  very  rarely  lies 
al)8olutely  transversely,  but  is  usually  oblique,  with  the  head 
in  one  iliac  fossa,  and  the  shoulder  over  the  brim.  The 
head  can  be  felt  l)ulginf/  out  the  side  of  the  uterus.  If  the 
f(ptu8  is  freely  movable,  as  the  uterus  contracts,  the  head  may 
lie  pushed  towards  the  axis  of  the  brim,  and  thus  become 
substituted  for  the  shoulder  ;  in  other  words,  rectiHcation  may 
occur.     This    prolmbly    occurs   more  frequently   than   we  are 

aware. 

2.  Spontaneous  Version. — This  metho<l  was  first  described 
by  Denman  under  the  name  of  "  STWintaneous  J-iVolutioii  ".     The 
aim  luay,  or  may  not,  be  prolapsed.     If  it  is,  it  will  not  be 
wholly   outside  the  vulva.      The  t>ody  is  still  in  the  uterine 
cavity,  the  head  l)eing  jammed  ti<ihtly  into  one  iliac  fossa.     The 
doubled  up  body  is  too  large  to  pass  throu^'h  the  brim.     As  the 
uterus  contracts  tirmly,  it  presses  upon  the  breech,  which  is  the 
liighest  portion  of  the   foetus.      The  breech  is  the  only  part 
which  is  at  all  movable,  and  it  is  gradually  driven  downwards 
until  it  is   forced   through    the    brim    and    is    expelled.     The 
body  turns  on  its  own  axis.     The  case  then  finishes  like  an 
ordinary  breech.     .\n  ordinary  sized  living  child,  or  one  very 
recently  dead,  may  be  expelled  in  this  way.      If  it  has  been  dead 
sutliciently  long  to  be  softened,  it  will  come  through  doubled 
lip.     For  spontaneous  version  the  child  must  not  be  too  large, 
and  it  must  liave  a  certain  amount  of  resiliejice.     It  takes  place 
la!<"    in  labfjur  than    spontaneous    rectification,   but,  like  the 
lati.-r.  occurs  in   the  uterus,  and   not  in   the  pelvis.      It  is  sup- 
ixiswt  to  l>e  due   to  irregular  contractions   of  the   uterus,  the 
tirniiv  contracting  porticMi  pushing  the  breech  down,  while  the 
relaxed  portion  allows  the  head  to  pass  up. 

Ca-si'. — MrR.  K.,  uBt.  twenty-seven,  vi.-para,  was  seen  by  a 
student,  wlio    ound  the  hand  in  the  vagina.      The  pains  were 
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strong.  When  the  house  surgeon  reached  the  case  he  foui„| 
the  hand  was  at  the  vulva,  hut,  iiefore  he  could  make  a  vayiiml 
examination,  a  very  strong  contraction  came  on.  and  the  hiv».,h 
wag  driven  down,  and  the  body  born  dorso-poaterior.  Th,. 
head  was  retained  for  a  little  under  the  pubic  arch,  but  th.. 
child  was  delivered  alive.  It  wei«he<l  4^'  lb.,  and  the  rnoth.r 
stated  it  was  about  a  niontli  before  its  time.  The  labour  Imd 
lasted  fifteen  hours,  and  the  membranes  were  said  to  haw 
ruptured  twelve  hours  before  the  case  was  first  seen. 

3.  Spontaneous  Evolution  (Douglas). —This  occurs iruh.- 
pelvic  cavity.  The  presenting  shoulder  is  forced  very  |„\v 
down  and  forwards  under  the  pubic  arch.  The  entire  arm  utid 
shoulder  can  be  seen,  and  the  clavicle  lies  under  the  puhic 
symphysis.  The  head  is  above  the  pubis,  bulging  well  forwards. 
As  the  uterine  contractions  go  on,  the  side  of  the  chest  is  fon-M 
forwards,  and  the  ribs  can  be  felt  at  the  vulva.  The  clavici«i  i> 
driven  round  the  anterior  part  of  the  symphysis.  The  breech 
is  now  either  in  the  hollow  of  the  sacrum,  or  coming  thiousrh 
the  brim.  Further  contractions  will  drive  it  down,  and  fciw 
it  free,  and  the  labour  will  finish  like  an  ordinary  breech. 

Spontaneous  evolution  occurs  in  the  cavity  of  the  pelvis,  thus 
differing  from  version  which  occurs  in  the  uterus.  The  uterine 
contractions  must  be  very  powerful.  A  full  time  child  may  l)e 
born  alive  in  this  way,  if  it  is  small,  and  the  pelvis  roomy,'  hut 
the  great  pressure  to  which  the  child  is  subjected  is  apt  t,, 
cause  its  death. 

4.  Spontaneous  Expulsion.  -This  only  happens  with  ma, - 
erated  fcetuses.  The  body  is  forced  through  doubled  up,  th. 
head  and  legs  being  expelled  together  last.  This  method  is 
seen  with  premature  macerated  ftetuses,  and  in  those  iieglecte.1 
cases  in  which  there  has  been  a  cessation  of  lal^ur  a  few  da\s 
previously,  and  the  fcjetus  has  had  time  to  become  softened. 

Trontmont.—U  the  membranes  are  not  ruptured,  they  musi 
l>e  kepi  intact,  as  lou-   as  possil)le.     Spontaneous  restitution 


PRETERNATURAL  LABOURS. 


.139 


should  Imj  iissisted  by  external  mftnipulations.  If  the  mein- 
hnineH  have  ruptuml,  dilatation  Hhould  be  awHisted  by  means  of 
hydrostatic  l)a«9.  ('haini)etier  de  Rilies'  ba>^  does  iMliiiirably,  as 
it  effectually  retains  the  remainder  of  ihe  liquor  aranii  in  the 
uterus,  and  thus  lessens  the  pressure  upon  the  child.  In  cases 
where  the  membranes  are  intact,  if  the  head  cannot  be  manipu- 
late<l  into  the  brim,  version  should  be  done  as  soon  as  the  os 
is  fully  dilated.  Th.i  l>ipolar  methol  may  be  used,  but  the 
ordinary  internal  po<lalic  is  the  one  most  frequently  adopted. 
If  the  membranes  are  rupture*!  and  the  os  fully  dilated,  podalic 
version  should  he  done  at  once,  before  the  uterus  gets  retracted 
round  the  child.  If  the  os  is  not  fully  dilated,  it  should  be 
dilated,  by  bafjs,  or  manually,  and  version  should  then  be  done. 
In  these  cases  the  patient  must  l)e  very  deeply  anifisthetised,  to 
t,'et  as  much  relaxation  of  the  uterus  as  po8sii)le,  in  order  to 
lessen  the  risk  of  rupture.  If  any  retraction  has  taken  place. 
Handl's  ring  will  form  a  Itidj^e  round  the  interior  of  the  uterus, 
and  the  shoulder  will  l)e  tixed  under  it.  It  should  be  released 
before  the  l)ody  is  turned,  or  it  may  very  easily  rupture  the 
uterus. 

In  doing  podalic  version,  some  authorities  advise  catching  the 
nearer  foot,  and  others  the  farther  off  one.  The  proper  foot  to 
be  caught  will  depend  upon  the  position  of  the  child,  whether 
it  is  dorso-anterior,  or  dorso-posterior.  In  dorso-anterior  cases 
the  nearer  foot  should  l)e  caught,  while  in  dorso-posterior  it 
should  he  that  further  away.  In  the  dorso-anterior  the  l)ack  is 
alretwly  to  the  front,  and  you  do  not  wish  to  alter  this,  there- 
fore seize  the  nearer  foot.  In  the  dorso-posterior  cases  you 
sci/t?  the  farther  away  toot,  as  you  not  only  wish  to  turn  the 
child,  Init  also  to  bring  its  back  to  the  front.  If  you  seize  the 
nearer  foot,  you  will  turn  the  child  just  as  easily,  but  you  will 
not  rotate  it  on  its  long  axis,  so  the  back  will  remain  dorso- 
posterior. 

When   imimction    has   occurred,  and    the   uterus    is    firmly 
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moulded  round  the  child,  version  Rhould  not  be  attempted 
The  child  wiU  be  dead,  so  no  risk  should  be  run  in  its  interest. 
Embryuloia  or  decapitation  should  then  be  done.  If  the  neck 
can  lie  reached,  it  should  be  out  throuKh.  The  body  can  then 
l)e  delivered,  and  the  head  afterwards  by  means  of  forceps,  or 
the  cranioclast.  If  the  neck  cannot  be  reached,  break  into  the 
body,  and  cut  the  spine  across,  and  deliver  the  body. 


CHAPTHR  XXVII. 

I'OMPLKX  <)|{  COMPIilCATKI)  I.ABOfRs. 

Ka-tal  Coinplicatious— Prolapne  of  the  Cord— Multiple  PreRiiancy-^Twinn 
—VarictioH  —  Superfecundation  —  Super-foetation  —  Arrangnneiit  of 
DeiiduiP    and    >r«'mbraiieH— Counif    of    the    Pregnaiuv   -Tripltts- 
l.oikcd  Twins— Breech    mid    Head— Breech    and  TrausvcrHc   -Head 
and  Traucvorttc. 


FfETAL    (v'OMPLICATIONH. 

Prolapse  of  the  Cord.— This  accident  iH  mucli  more  com- 
mon in  multiparaj  than  in  priniipane.  It  occurs  aljout  once  in 
loO  cases.  The  term  "  funic  presentation "  is  sometimes 
applied  to  it  when  the  cord  is  in  front  of  the  presenting  i^rt. 
l»efore  the  memliranes  have  ruptured,  and  "  funic  prolapse  " 
if  it  descends  after  dilatation,  when  tlie  memlmuies  are  already 
ruptured.     This  is  a  useless  distinction. 

C(ui!<(-.s. — It  may  l>e  met  with  in  an  ordinary  vertex  presenta- 
tion, but  is  much  more  connnon  in  contracted  pelves  and 
inalpresentations.  It  is  apt  to  arise  in  any  case,  in  which  the 
presentinR  part  does  not  fully  Hll  up  the  hrim  Iwfore  the 
membranes  rupture,  as  the  rush  of  waters  may  carry  the  cord 
down,  especially  if  it  is  lon^,',  or  is  inserted  low  down. 

/)/a7«(>.s/.-(.— Before  the  membranes  rupture  it  can  be  felt 
inside  of  them,  and  there  should  Ihj  no  dirticuUy  in  recognising 
it.  especially  if  it  is  pulsating.  In  the  majority  of  cases  the 
membranes  are  ruptured,  and  the  fingers  can  i)e  liooked 
round  a  loop.  It  often  protrudes  at  the  vulva.  .'vlways 
note  whether  it  is  pulsating  or  not.     Moie  than  once,  a  coi!  of 
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the  womftn's  inteatines,  which  had  prolapsed  through  »  rupture 
of  the  vaKiuA,  has  lieen  mistaken  for  the  coi-d.  The  intfHtiiiiH 
have  actually  >ieen  drawn  down  and  several  feet  out  awhs. 
No  sane  person  should  ever  make  such  h  mistake,  hut  it  hun 
unfortunately  happened. 

Proiinnsni. — It  does  not  mid  any  risk  to  the  mother,  other 
than  that,  sSe  runs  from  the  ahnormal  prenentation  or  condition 
whicii  causes  the  prolapse,  except  that  the  dehvery  will  have 
to  be  rapid  to  save  the  child,  and  in  this  way  the  mother'n 
risk  may  be  increased.  The  risk  to  the  child  is  very  ureat. 
At  leant  one-third  of  the  children  are  lost  from  compression  of 
the  cord. 

Trcatnunt. — If  the  cord  is  pulseless  and  flaccid,  showing 
that  the  child  is  dead,  leave  it  alone.  To  make  sure  that 
pulsation  has  al)Solutely  ceasetl,  examine  l)etwt'en  the  imiiis. 
You  may  l)e  »)isled  if  you  only  examine  «luring  a  \mx\,  as  the 
pressure  upon  the  cord  may  stop  the  circulation  during  the 
oontitiuanoe  of  the  pain.  If  it  is  pulsating,  try  to  replact'  it 
alM>ve  the  presenting  part.  Placing  the  patient  in  the  geiiu- 
l)ectoral  jKisition  will  assist  this.  If  it  cannot  lie  replaced 
Ijefore  the  membranes  rupture,  the  l)est  treatment  is  to  ilo 
bipolar  version. 

If  the  membranes  are  ruptured,  and  the  cord  is  pulsating;, 
try  to  replace  it  i)y  pushing  it  up  with  the  fingers  or  by  means 
of  iv  loop  of  string  and  a  catheter,  Ijut,  if  it  has  Iwen  protrud- 
ing at  the  vulva,  be  careful  to  wash  it  first,  to  prevent  septic 
infection  of  the  uterus.  If  it  cannot  be  kept  up,  it  may  l)e 
placed  in  whichever  side  of  the  pelvis  there  will  be  the  leaat 
pressure  ui^on  it.  If  it  is  being  pressed  upon,  delivery  Ijv  for- 
ceps or  turning  must  be  at  once  resorted  to.  If  necessary,  ihe 
cervix  should  be  manually  dilated.  The  delivery  must  be 
quickly  done,  in  the  interest  of  the  child. 

Multiple  Pregnancy. — In  Britain  twins  occur  aljout  1  in 
every  100  pregnancies.     In  Ireland  the  average  is  aljout  1  in 
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60.  They  very  frequently  run  in  fRinilieti,  i.e.,  the  tendency  to 
twin-ltenrinx  in  heretlitary.  Thin  herwiitary  inHiu'nce  iimy 
operate  through  the  father  hh  well  iih  th<>  mother,  uh  the  same 
iiittn  in  oft«n  the  father  of  twinn  l»y  ditTtM-onl  wuiiumi,  and 
hrothern  huvr  frequently  Ii««mi  th»'  fiithur  «»f  twinn  by  wuinen 
ill  no  way  related.  They  are  oouiinoneHt  in  tirNt  pi-fxiiancip«(, 
cHpecially  in  elderly  women.  ImlieoileM,  idiots,  and  children 
with  liodily  deformities,  are  not  infrequently  foumi  in  twin- 
lieariii^  fainilieH. 

Varieties. — Kach  may  Ir-  dtnelotied  from  a  separate  ovum 
[hinoviilar),  or  l>oth  may  come  from  out;  ovum  (nnitu'iilai).  In 
the  fifHt  the  8exen  may  differ,  Imt,  in  the  second,  they  will  Ikj  the 
ntkmc. 

I.  Hiuunilar. — The  two  ova  may  come  from  one  ovary,  as 
shown  hy  then-  lieing  two  corpora  lutea  in  the  ovary.  Ijut  in 
Home  cases  there  is  only  one  ooi-pus  luteum,  which  shows  that 
two  ova  may  come  from  one  ovisac.  .\  corpus  luteum  in  each 
ovary  shows  that  an  ovum  has  come  from  each  ovary. 

l-'vitUmatioH  of  the  two  ova  may  take  place  at  one  time,  or 
at  two  different  times  within  a  short  jieriod  of  each  other.  This 
latter  fact  has  lieeii  proved  hy  the  birth  of  a  white  or  a  black 
twin,  where  the  two  ova  have  be«"n  iiiiprej^nated  l>y  a  whit<!  and 
■A  black  man  resijectively.  This  condition  is  known  as  siqH'r- 
nruiidation.  We  have  no  means  of  judginx  of  the  fie(juency 
of  its  occurrence.  An  analogous  condition  of  so-culled  Mipcr- 
f'lrluiioii  is  said  to  occur  at  times  where  the  second  ovum 
is  impregnated  some  months  later  tliiin  the  first.  The  birth  of 
11  mature  and  an  apparently  premature  child  at  one  time,  or 
the  liirth  of  two  children  within  a  month  or  two  of  each  other, 
luis  lieon  held  as  proving  that  this  condition  can  exisi  .ut  until 
the  iiossibility  of  the  existence  of  a  double  uterus  in  such  cases 
has  lieen  disproved,  I  cannot  admit  that  superfcctation  can  arise. 
In  some  of  the  supposed  cases  a  double  uterus  has  lieen  found. 
Each  half  of  the  uterus  has  ijecome  impregnated  at  ilifferent 
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times,  a  oonc!ition  which  mij^ht  easily  happen,  as  ovulation  con- 
tinues during  prcKnancy.  Besides  the  condition  of  two  ova 
developing,  one  in  each  side  of  a  double  uterus,  two  liave  been 
found,  one  in  the  uterus  and  one  in  a  Fallopian  tube,  two  in 
one  Fallopian  tube,  and  one  in  each  Fallopian  tube. 

Arrangement  of  the  Deciduae;  and  Membranes.  1 .  />'/«- 
ovular  twins. — At  first  the  decidua  reflexa  may  be  doul)le,  but 
at  the  end  of  pregnancy  this  cannot  be  made  out.  Each  ovum 
has  at  first  a  complete  and  separate  chorion,  and  these  may 
remain  separate  to  the  end  of  the  pregnancy,  but  the  portions 
which  lie  together  may  fuse  and  disapjjear,  so  that  at  full  time 
there  is  apparently  a  single  cliorion.  Each  foetus  has,  of 
course,  its  own  amnion,  and  the  two  sacs  remain  separate 
throughout,  except  in  extremely  rare  cases,  where  they  may 
possibly  fuse.  Binovular  twins  at  full  time  may  be  in  distinct 
itags  of  membranes,  and  the  placentte  l)e  quite  separate.  There 
may  be  a  single  chorion,  but  the  amniotic  sa,cs  will  be  sejjarate, 
except  in  very  rare  instances.  The  contiguous  edges  of  the 
placentcB  may  be  apparently  united,  but  there  will  be  no  com- 
munication l)etween  the  vessels. 

Binovular  twins  are  nuich  more  common  tliaii  uniovular,  and 
are  more  frequent  in  nmltiparai  than  in  primipara?.  As  already 
stated  they  may  l)e  of  the  same,  but  are  more  frequently  of 
ditierent,  sexes. 

2.  Uniovular  twins  are  developed  from  a  single  ovum,  which 
may  !iave  two  blastoderms,  or  a  single  blastoderm  which  divides 
into  two  portions.  Each  l)lastoderm,  or  division,  develops  into 
a  foetus.  They  are  always  of  the  same  sex.  If  complete 
division  of  the  blastoderm  does  not  occur,  a  double  monster 
results.  The  airangement  of  the  retiexa  ana  membranes  will 
I  single  reflexa  and  chorion,  and  in  some  cases  a  single 

a  otic  sac,  or  each  foetus  may  have  its  own  amnion.  In  the 
majority  of  cases  there  are  two  amnions.  There  is  a  single 
placenta  with,  as  a  rule,  separate  cords,  but  they  may  be  united 
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liefore  they  are  inserted  into  the  placenta.     There  is  always  a 
communication  between  the  two  fcctal  circulations. 

Uniovular  twins  perish  prematurely  much  more  fre<iuently 
than  binovular,  and  abn'-'-malities  are  very  coiniuou.      When 
one  emiiryo  is  less  developed  than  the  other,  the  heart  of  the 
stron-jcr  may  force  the  l)lood  up  the  uinl)ilical  arteries  of  the 
weaker,  and  so  disturb  the  circulation  as  to  cause  ati-ophy  of 
the  heart  of  the  weaker,  resultinj,'  in  an  acantidc  nunisti-r.    The 
lower  part  of  the  monster,  l>ein>^  nourished  by  the  blood  forced 
along  the  umbilical  arteries,  develops,  while  the  heart  and  upper 
part,  not   l)ein};  sufficiently  nourished,  cease   to  develop,  and 
often  remain  as  a  mass  of  undifferentiated  tissue.     The  lower 
limbs  will  be  more  or  less  normally  developed,  but  the  upper 
limbs  and  head  will  be  entirely  wantinf^.     The  stronj^er  embryo 
may  have  some  abnormality  as  well,  such  as  an  encephalocele. 
Course  of  the  Pregnancy.— In  more  than  half  the  cases  pre- 
mature delivery  occurs.     One  foetus  may  die  and  be  expelled,  and 
the  other  remain  in  iitern  until  full  time,  but  more  frecjuently 
the  dead  foetus  is  retained.     The  pressure  of  the  gi-owin-,'  ovum 
may  flatten  out  the  blighted  one,  and  give  rise  to  a  jxtpyia- 
irniis/ii'tti.s.     I  have  seen  a  good  many  of  these  cases,  but  in 
none  of  them   was  the   foetus   flattened  out,  only  macerated. 
In  three  of  the  cases,  I    treated   the    patients  for  threatened 
miscarriages  about  mid-term,  when  the    fx'tus    had  evidently 
perished.     In  one  of  them  the  woman  had  l)een  kicked  in  the 
aWomen,  and  in  another    she    suffered   from  paraplegia    (see 
p.  7'2).     Hydramnios  is  common  with  twins,  and  also  vesicular 
degeneration  of  the  chorion,  the  so-called  lii/ilatid  mnlv.      When 
the   twins  are  in  one  sac,  the  cords  may  become  so  twisted 
and  knotted  as  to  cut  off  the  circulation,  and  cause  the  death  of 
l)oth  foetuses.     Albuminuria  is  very  common,  and  axlema  of  the 
leys  and  vulva  may  become  e.Ktreme,  largely  from  the  pressure, 
us  the  following  case  illustrates.     The  patient,  pioguant  for  the 
second  time,  began  to  suffer  very  much  from  oedema  of  the  legs. 
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About  six  weeks  l>efore  full  time  albumin  first  showed  itself  it! 
the  urine,  but  not  to  any  extent.  She  was  kept  on  a  diuretic, 
but  the  swelling  rapidly  increased  and  the  urine  diminished  to 
about  25  oz.  per  diem.  When  I  saw  her,  she  had  excessive 
oedema  of  the  legs  and  abdominal  wall.  The  uterus  was  very 
large.  I  suspected  twins,  but  could  only  palpate  one  foetus  and 
hear  one  foetal  heart.  The  patient  was,  within  four  weeks  of 
full  time.  The  diuretic  treatment  was  continued,  and  she  was 
put  upon  a  niilk  diet.  Saline  purgatives  were  also  freely  ad- 
ministered. The  albumin  was  about  one-tenth,  and  there  wen- 
no  tube  casts.  The  urine  quickly  increased  in  amount  until  by 
the  sixth  day  she  was  passing  more  than  65  o/..  The  swelling 
of  the  legs  and  abdomen  did  not  decrease,  and  the  labia  l)egan 
to  swell,  so  I  determined  to  bring  on  labour.  This  was  easily 
accomplished,  as  the  os  admitted  the  largest  Barnes'  bag. 
When  the  bag  was  expelled  I  ruptured  the  membranes,  and  ii 
couple  of  hours  later  delivered  a  large  child  l)y  forceps.  .\ 
second  much  smaller  child  was  found  lying  in  the  back  of  thf 
uterus,  which  accounted  for  its  not  having  lieen  felt  by  palpa- 
tion. It  was  transverse,  so  I  turned  and  delivered  it  also  alive. 
There  was  a  single  placenta  with  separate  amniotic  sacs.  The 
twins,  males,  had  been  uniovular.  By  the  fourth  day  aftei 
delivery  the  oedema  had  completely  disappeared. 

Dia<f7um.s. — In  most  cases,  the  diagnosis  of  twins  is  only 
made  after  the  first  child  has  been  born.  If  the  placenta  of  the 
first  one  comes  away  in  the  usual  time,  the  second  child  may  hf 
left  in  iitrro,  to  be  expelled  a  few  hours  or  days  later.  I  havi 
known  this  to  occur  twice  in  the  hands  of  midwives,  but  such  a 
mistake  should  'ver  be  made  i)y  a  competent  person.  On 
inspecting  the  cv.  -»omen  in  twins  cases,  the  uterine  tumour  will 
be  found  to  be  larger  and  broader  than  usual,  and  sometimes  a 
groove  can  be  noticed.  By  palpation  you  may  be  able  to  make 
out  two  heads,  and  more  limbs  than  in  an  ordinary  case.  If 
two  foetal  hearts  can  Ije  made  out,  with  separate  points  of  maxi- 
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mum  intensity,  and  a  difiv  ■  a  in  rates,  you  may  be  absolutely 
sure  of  the  diagnosis.  If,  however,  one  child  lies  directly 
behind  the  other,  and  there  is  a  considerable  amount  of  liquor 
amnii,  you  will  not  be  able  to  palpate  the  posterior  child,  nor 
can  you  hear  its  fojtal  heart. 

Pre.se  II I  at  i  (HI. — In  nearly  half  the  cases  l)Oth  heiuls  p-  -3nt, 
and  in  about  a  third  a  head  and  a  breech,  then  come  lx)th 
breeches,  head  and  transverse,  breech  and  transverse,  and 
least  frequently  both  transverse. 

Triplcis  are  exceedingly  rare,  perhaps  once  in  10,000  cases, 
while  quadruplets  are  much  rarer.  Quintuplets  have  been 
recorded,  hut  there  are  no  authentic  cases  of  more  than  five. 
Triplets  may  arise  from  separate  ova,  or  from  two  ova,  two 
from  one  and  the  other  single.  The  membranes  and  placentae 
will  be  aiTanged  according  to  the  ova. 

Premature  labour  is  almost  sure  to  occur. 

Projiums. — The  risk  to  the  mother  is  considerably  greater 
than  in  single  pregnancies.  During  pregnancy  there  is  a 
^•reater  strain  thrown  upon  the  kidneys,  so  albuminuria  is  apt 
to  occur.  Premature  labour  is  frequent.  During  labour  there 
is  risk  from  delay  in  the  first  stage,  due  to  ihe  overdistention, 
and  in  the  third  stage  there  is  much  greater  risk,  from  post- 
partum haemorrhage.  This  arises  from  the  large  placental  site, 
and  also  from  inertia  uteri,  following  on  the  overdistention  and 
prolonged  first  stage.  Artificial  delivery  in  the  interests  of  the 
children  may  also  add  to  the  risk.  The  prognosis  for  the 
children  is  not  nearly  so  good  as  in  single  births.  If  there  is 
nmch  delay  between  the  births,  the  risk  to  the  second  child  is 
materially  increased,  therefore  one  should  take  steps  to  deliver 
the  second  child,  if  uterine  effort  does  not  exjK'l  it  within  an 
hour. 

Treat  me  lit. — If  the  uterus  is  much  overdistended,  it  may  be 
necessary  to  rupture  the  membranes  early.  If  two  l)ags  were 
presenting,  and  one  contained  a  head  and  tlit-  other  a  breech. 
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the  one  contammK  the  head  should  always  \^  .oiptured  first,  to 
al low  the  head  to  descend  and  prevent  lockinu.    The  first  sta«,. 
IS  liable  to  l)e  prolonged  from  the  oveitlistention.     Unless  then. 
.B  so.ne  ol,struction.  the  second  stage,  as  a  njle.  will  l«  short 
as  the  children  will  be  s.nall.     When  the  first  child  is  born  th." 
con!  .nust  lie  tied  in  two  places,  so  as  to  prevent  h«morrha.v 
from  the  end  next  the  niother.     There  may  te  a  single  placen^ 
and,  m  that  case,  if  the  cord  is  not  tied,  the  second  child  will 
quickly  bleed  to  death.     The  uterus  usually  remains  quiescent 
for  half  an  hour  or  so.  l)efore  contractions  set  in  again      ff  th,* 
second  child  presents,  either  by  the  head  or  breech,  rupture  tlu- 
membranes  if  necessary,  and  then  wait  for  half  an  hour,  gently 
kneadmg  the  uterus  to  stimulate  it.     If  the  second  child  i's 
transverse,  do  not  wait,  but  turn  it  at  once.     If  there  are  >.,. 
indications  of  uterine  action  in  about  half  an  hour,  take  steps  to 
deliver  the  second  child  by  forceps  or  turning.     As  tho  second 
child  IS  l^mg  expelled,  the  uterus  must  l^e  carefully  followed 
down  with  the  hand,  and.  after  the  placenta  is  expelled,  activ. 
compression  must  Ik.  kept  up  for  a  considerable  time,  to  g„ar.l 
agamst  post-partum  haemorrhage.     Ergot  should  be  mven     l„ 
every  case  you  must  be  prepared  to  deal   with  post-partu.u 
hemorrhage,  so  a  hot  douche  and  ergotin  should  \^  ready  f... 
use  :   but  the  great  thing  is  to  prevent  its  occurrence  by  keepin.. 
the  uterus  compressed.     There  may  only  be  one  large  placenta" 
or  two  smaller  ones.     If  they  are  separate,  the  placenta  of  th.^ 
hrst  child  may  come  away  before  the  second  child,  but    as   , 
rule,  both  placentae  are  retained  until  the  second  child  is'bon, 
Rarely  both  placentae  are  expelled  before  the  second  child 

Malprcmifathns  are  common  with  twins.  One  or  both  mav 
show  this.  They  must  be  dealt  with  as  with  single  births  only 
care  must  1^  taken  not  to  cause  locking;  for  instance,  -  vou 
should  meet  with  a  head  and  a  transverse  case,  th  nead 
presentation  should,  if  possible,  be  dealt  yvith  first,  for  if  vou 
turn  the  transverse  one.  the  heads  may  very  readily  become 
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locked.  The  malprebontation  is  moHt  fie(|uent  in  the  second 
child,  and  as  the  {mrts  are  well  dilated  it  can  easily  Im'  dealt 
with.     It  should  he  dealt  with  at  once. 

Locked  Twins.  -This  niay  (Xjcur  in  several  ways,  either 
with  both  heads  presenting,  a  breech  and  a  head,  a  hnu-ch  and 
a  transverse.  (»r  a  head  i*.id  a  transverse.  With  Inrth  heads 
presenting,  it  arises  when  one  hejul  enters  the  hrini  and  the 
other  follows  alon«  with  the  chest.  If  there  is  not  looni  for 
the  head  of  the  second  child,  and  the  chest  of  the  first,  to  pass, 
they  become  jammed.  If  the  children  are  small  they  may 
l>e  delivered  l)y  natural  efforts,  but,  as  a  rule,  assistance  will  l)e 
recjuired.  The  first  child  may  I*  delivered  by  forceps,  but 
consideralile  force  will  l)e  refpiired.  Try  to  push  the  head  of 
the  second  child  out  of  the  way,  Iwfore  inakinf^  traction.  If 
you  cannot  effect  delivery  in  this  way,  one  of  the  children  must 
1h!  sacrificed,  and  as  the  first  one  will  proluibly  have  suffered 
from  the  tiaction,  the  second  one  would  l)e  the  more  likely  to 
survive,  therefore  break  up  the  head  of  the  first  and  remove  it 
entirely,  if  possible,  and  delivei-  the  second  one  by  forceps. 

Breech  and  Head.— When  the  breech  of  the  first  child  is 
born,  the  two  head.s  attempt  to  come  throuj^h  the  ijelvis  toj^ether 
iind  thus  lock.  They  may  lock  chin  to  chin,  chin  in  the  na})t; 
of  the  neck,  occiput  in  the  nape  of  the  neck,  or  head  ajiainst 
the  side  of  the  neck.  If  the  children  are  small  they  may  come 
throuf^h  locked,  as  in  the  following  case.  A  ii.-pani.  a-t.  twenty- 
one,  at  tlie  seventh  month  expelled  a  small  bo<ly,  but  the  head 
stuck.  When  I  was  called  to  her  the  body  was  l»orn,  but  the 
arms  were  not  down.  I  freed  them  easily  as  they  were  only 
cauf^ht  at  the  vulva  and  a  strong'  pain  immediately  e^ix^lled  the 
two  hejuls,  locked  chin  to  cliin.  The  children  were  botli  alive, 
l)Ut  too  premature  to  survive. 

If  the  case  is  seen  before  the  membranes  have  niptmwl, 
the  bag  containing  the  head  should  be  ruptured,  to  allow  the 
head  to  descend  first  and  prevent  locking.     If  the  locking  has 
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occurred  and  the  uterine  contractions  are  not  very  ntrong,  yon 
may  fie  able  to  unlock  them  by  pushing  up  the  partly  born 
child,  and  then  pushing  the  head  of  the  second  out  of  the  wuy 
If  you  cannot  do  that,  decapitate  the  first  child,  and  push  iu 
head  Imck,  and  apply  forceps  to  the  second  and  deliver  it.  Tin- 
severed  head  must  then  l)e  delivere<l  by  forceps,  cephalotrihc 
or  crotchet.  The  first  child  will  probably  l)e  dead,  and  at  all 
events  it  cannot  l»e  saved,  so  one  need  have  no  compunction  in 
decapitating. 

Breech  and  Transverse.— If  seen  early,  turn  the  transverse 
child,  and  thus  prevent  impaction.  If  impaction  has  occurred, 
press  aside  the  transverse  child,  so  as  to  unlock  the  head,  and 
then  deliver  the  first  by  traction  and  turn  the  second.  If  you 
cannot  do  this,  decapitate  the  first,  and  turn  the  second,  and  deal 
with  the  severed  head  afterwards. 

Head  and  Transverse.  —Push  the  transverse  one  out  of 
the  way  and  deliver  the  first  by  forceps.  Then  turn  the  second. 
In  dealing  with  a  case  of  this  kind,  l)efore  impaction,  it  will 
manifestly  not  do  to  turn  the  transverse  one  and  attempt  to 
deliver  it  first,  as  the  heads  may  easily  lock.  It  would  he 
quite  easy,  however,  to  push  the  transverse  one  out  of  the  way, 
and  apply  forceps  to  the  head  of  the  other. 

In  doing  v-  '>.'  on  the  first  child,  in  twin  cases,  one  must 
always   bear  i  the  possibility  of  the  after-coming  head 

being  lockec 


CHAPTER  XXVIII. 

(OMFTiKX  ()l{  lOMlM.K  ATKD  l.AHOI  KS  (C-iitmifil]. 

Matt'iiial   ('Dinplifatious   Cardiac    Diseuwe — MHUagoini-iit    of    Labour 
C'hsl's — Aor'ic    Sti'iiosis — Aortic    StciioHis   with    Mitral    Stenosis   and 
Iiicompi'teni'i' — Mitral  StunosiN — Mitral  Stenosis  and  Iuconip«'tfhi'e — 
Mitral  and  Trii'iis)>id  Inrompetenct'. 


Maternal  Comi'lications. 

Cardiac  Disease.  -Cardiac  disease  has  already  l)eei»  dealt 
with  ill  reference  to  pref^iiancy.  It  is  a  serious  complication 
duri'-.i{  pre;<nancy,  hut  the  acme  of  risk  is  reached  during; 
liil)Our.  While  prej^nancy  throws  a  continuous  strain  upon 
the  heart,  this  is  markedly  increased  duiing  labour,  so  that 
ii  heart  which  has  just  been  able  to  carry  on  its  work  and  no 
more,  may  very  easily  be  overpowered  by  the  extra  strain  of 
labour.  While  there  is  risk  of  failure  of  the  heart  during  the 
iictual  stress  of  labour,  there  is  also  considerable  risk  of  its  bein>< 
))aralysed,  immediately  after  the  birth  of  the  child.  This  is 
specially  seen,  in  cases  where  the  right  side  of  che  heart  is 
very  much  dilated,  as  with  mitral  stenosis.  When  the  second 
stage  of  labour  is  over,  the  retraction  of  the  uterus  cuts  out  of 
its  circulation  the  greater  part  of  the  uterine  blood,  and  this 
is  returned  to  the  heart,  unless  a  considerable  amount  of  blood 
is  lost  post  partuin.  The  result  is  overdistention  of  the  right 
side  ot  the  heart  and  paralysis  of  the  organ  (fig.  ii-  I.  If  this 
explanation  which  Berry  Hart  so  strongly  insists  on  is  the 
true  one,  manifestly  post-partum  bleeding  should  lie  encouraged, 
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in  all  oases  where  the  ri«ht  nide  of  th«  heart  in  dilated  \ 
thorou«hly  tt«re«  with  Hart  in  this  matter,  an.l  have  always 
pursued  this  method  in  dealinu  with  Huch  rases.  T..  thi.'l 
ascrilH,  ,ny  success.  Hart  ur«es  that  if  canliac  emharrasH,,,,.,., 
comos  o-.,and  there  Ih  no  |K)8t-,)artum  hiiMncrrhaKe.  one  sh-uid 
not  hesiUUe  to  open  a  vein  in  the  ann.  I  have  neve,  had  i„ 
do  thiH.  hut  would  l.e  pre,«v,e.|  to  d.   it  vi  a  suitable  case 


Itifihl  inifiile 


/..■//  „,ni>l, 


Lifl    iiiitiifir 


I'tijlil  niiliiilf 


Fu..  i>fi.-S..,.tion  ..f  heart  will,  n.itral  stenosis  i„  a  ,as.,.  of  sudden  d.u.h 

at  end  cf  labour  (Hart). 

/V,.,«o.v/.s.-The  late  An«us  Macdonald  and  othe.^  writHs 
give  a  very  «Ioorny  prognosis.  For  mv  part,  I  cannot  aKre.- 
with  them.  It  is  certainly  a  dangerous  condition,  hat  if  coni- 
pensation  is  Rood,  and  if  proper  treatment  is  adopted,  the  patie,., 
should  ni  the  majority  of  case  i,«  canie<l  th.mi.'h  Puiv 
mitral  stenosis  is  said  to  be  the  most  (^-jadly  of  aU,  but  this 
has  not  been  a,y  experience.     I  should  nave  more  fears  of  u 
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Houble  aortic  oano.  \ortio  incompetence  comen  next  tn  mitral 
stenoflia.  Mitnil  InoonipettMioe  Ih  n«>t  very  HcriouH,  iiiilenH  it 
is  very  murlied.  I  have  H«)t'n  "h  niiinlxM'  of  cuHen  of  fiiirly 
nmrked  initml  inuoni|H>U!iie«*  whiMV  the  {NitientH  puHKini  through 
Heveral  ln^K)iirH  without  any  inconvenience.  We  not  infre- 
<|umiily  (Uncover  caHcs  of  thiH  kind  in  thf  wardH,  after  lalHiur 
in  over,  where  th«'rt'  has  \\evu  no  indications  of  anything'  having' 
l^en  wronj;  (Unin^  the  hilK^ur.  Two  h'sions  coinhinod,  such 
lis  aortic  and  mitral,  or  mitral  and  tritutspid,  are  more  nerious 
than  a  ain^le  one.  Kc'iwatcd  ))re(rnaiicioH  ari;  Itound  to  tell 
iit\  the  heart  in  die  lon^  run,  and  |>ati<'nts  shcu.id  tte  wartie«l 
of  this. 

Management  of  Labour. — At  thi-  eommencement  of  labour 
the  patient  should  Ih^  ^iveii  a  lar^e  dose  of  digitalis  or  strophan- 
ttuis.  The  first  staj^e  should  he  allowed  to  run  its  cou"8e 
imturally,  providetl  it  is  not  too  prolonged,  ami  that  no  cardiac 
i-Mibarrassmetit  Ix'^ins  to  nuinifest  itself  hy  cyanosis  and  dith- 
culty  of  breathing.  If  the  patient  is  Ixjcomin^  exiiausled,  or 
tile  heart  endiarrassed,  artificial  dilatation  and  immediate  delivery 
should  he  resorted  tfK  There  is  no  risk  in  yivin^  chloroform, 
liut  in  some  eases  etner  is  preferable.  When  tlie  os  is  once 
fully  dilated,  artificial  delivery  should  be  done.  As  soon  as  a 
patient  passes  into  the  seccnd  sta^e  of  labour  and  bej^'ins  to 
l)eiir  down,  the  strain  n^you  the  h*eart  is  enormously  increased. 
tlicrefore  the  second  tage  hIki  iI  fie  H  ue  away  with,  or  cut  as 
short  us  jK)ssil)ie.  l  his  can  eisily  i- 
(n  turning'.  Duriufz  tlie  third  Hhini  th 
to  relax,  and  bleeding  should  Iw  en 
fore  contra-indicated.  If  the  pr: 
cardiac  emban'assment,  and  very 
partuin,  a  vein  in  tiie  arm  should  l>e  . 
iillowwl  to  rtow  to  relieve  the  eni/nvirciri. 
collapse,  strychnine  and  di^italin  sh. 
hyp(xlermically.      During,'     the    puerpenu 


one  hy  applying  forceps 

Jterus  should  be  allowed 

untied.     Kruot  is  there- 

kl    sliou    marked 

)od    l)e    lost    jKJst 

a,  and  enough  blood 

t.      If  there  is  nmch 

he    given    freely 

ho    <'anliuc    tonic 
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•hould  b«  continual,  and  tho  |Mtient  nhould  not  b..  nIlo\v..| 
to  Hucklo  her  child,  lu.t  only  Ikjcruho  shu  will  h.-  weiik,  hut  ..I,,, 
because  Uctiition  has  a  IhuI  effect  upon  a  daniaxed  I'  '»it. 

('a«M.  -Several   caHCH   have   already    l»een   ^iven    full\    m 
treating  of  cardiac  disease  in  prexnancy.  which  see. 

CrtHf  I.  Aortic  Sti'uii.si.t-  -Liihniir  at  Full  Tinw. .1.  (;.,  nt 

twenty-Hix.  ii.-para,  admitted  .JOth  Doct-mJ^:'.  lyoj  deli»,.,..,| 
8th  .January,  1902. 

ThiH  patient  was  not  in  laltour  when  admitted,  Imt  on  a. 
count  of  cough,  extnMne  lireathlessnesH.  and  great  a«deiim  ..t 
the  legH.  it  was  deemed  advisable  to  keep  her  under  obHervation 
in  hospital. 

Previous  history  :  She  had  had  scarlet  fever  at  seven  yeius 
of  age,  from  which  she  had  made  i  Tod  recovery,  but,  for  thr 
past  eight  years,  she  had  l)een  mucn  troul)led  with  rhouiuntir 
pains  in  her  joints.  Three  months  ago  the  coiigh  and  inoatli- 
lessness  had  set  in,  and  the  breathing  had  Income  exceedingly 
embarrassed  on  exertion.  She  had  had  no  ditliculty  durinu 
her  former  pregnancy. 

Cardidc  condition  on  admission  :  The  pulse  was  HO,  and  ot 
fair  tension.  The  apex-beat  was  half  an  inch  outside  tht; 
vertical  nipple-line.  The  right  I  order  was  norma'  in  position. 
Auscultation  revealed  a  harsh  systolic  murmur,  heard  witli 
maximum  -ntensity  over  the  aortic  area,  and  conducte  I  into 
the  vessels  of  the  neck.  A  very  slight  thrill  could  be  oc .  sion- 
ally  detected  over  the  aortic  area. 

The  sweUing  of  the  legs  and  ankles  was  e:.    j  ne,  and  tnere 
was  a  very  marked  degree  of  capillary  varicosity  of  the  veins. 
The  urine  was  pale  straw  colour,  with  a  slight  deposit  ol 
urates,  but  no  albumin. 

She  was  kept  at  absolute  rest,  and  given  an  expectorant  ami 
cardiac  tonic. 

Labour  set  in  on  the  night  of  8th  January,  and,  althou-^h 
strict  injunctions  had  been  given,  that  the  resident  was  to  l.c 


Ci>MrLES      V  COMPLtCATEn  i.ahours. 


i5« 


Advised  of  the  (act,  no  intimation  was  ^ivon  him  until  the  nucond 
Htii><p  hiwl  laHted  three  houi",  iiinl  n<>  proKn-Hs  wuh  Iwiii;;  iinuU', 
He  found  the  [Mltiunt  w»h  completely  exhiiutjleil,  •  I'Jt  an 
irregular  pulne  of  I '20.  The  puinn  were  very  fe««l>le.  An 
inhalation  of  amyl  nii  .tt?  wi  j,'iv«  n,  and  a  hyp<xlermie  in- 
jection of  Htrychnine  ,,'„  K'  '^'^l  <li«italin  ,',.  ««'•  Delivj-rj 
was  eiTectetl  l»y  forcepH  under  cMoroform.  Free  l»leedin>{  vvai 
allowed  to  take  place  poHt-partuiii,  and  then  the  uterurf  wna 
tirrnly  rul)l)ed  till  it  liecame  well  retracted. 

The       lent  made  a  good  recovery. 

C.  >'  /  .  Aortic  SlettoHiH  with  Mitral  Stpnosis  dint  '••nnu' 
petm  \abiuir  at  Full  Tivu\ — Mrs.  A.,  let.  twenty-f.  e, 
iii.-para,  admitte<l  loth  UecemlHjr,  IU()1,  delivere<l  2nd  .laimury, 
190J. 

ThiH  |Mtient  was  admitted  to  honpital  HutTerin^  from  cou^h, 
lireathlesaneHH,  and  palpitation,  dating  from  the  quickenin^,  hut 
iit^gravated  during  the  fortnij,'hl  prior  to  a<i mission.  She  had 
also  iHJen  very  hoarse  for  thn-e  weekn. 

Past  history  :  She  had  never  had  scarlet  fever,  or  rhoumatio 
fever,  nor  had  she  ever  manifested  any  symptoms  ;)f  subacute 
rheumatism.  During  her  first  pregnancy  she  ha(i  l)i'en  j)erfectly 
well,  Imt  had  suffered  slightly  from  hreathlessness  during  the 
latter  third  of  her  second.  There  was  no  indication  of 
syphilis. 

Ins))ection  of  the  caixliac  area  revealed  diffuse  pulsation  in 
the  fourth  and  fifth  intersjMices,  while  raaiked  pulsation  could 
l)e  detected  in  the  suprasternal  notch  and  in  the  veins  of  the 
neck. 

Palpation  revealed  marked  pulsation  ■.     the  second,    third, 
fourth,   and  fifth  interspaces,   accompanied  by  a  well-detim 
thrill  of  a  rough,  grating  character,  and  preceding  the  apical 
impulse. 

On  percussion,  the  transverse  area  of  cardiac  dulness  was 
found  to  measure  4]  i'  ,  and  this  was  continued  upwards,  and 
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towards  the  middle  and  left  of  the  manubrium  sterni    bv  a 
narrow  neck  1|  in.  broad. 

Auscultation  over  the  mitral  urea  gave  a  rough,  run.blin- 
murmur,  limited  in  distribution,  and  runniuK  up  to  the  firsi 
sound,  which  was  obscured  by  a  soft  blowing  systolic  nmr.nur 
following  upon  the  termination  of  the  presystolic  one  Th.'. 
systolic  murmur  was  well  conducted  into  the  left  axillaiN 
region.  Over  the  aortic  urea  and  midsternum  a  somewhat 
harsh  systolic  murmur  was  heard ;  it  was  conducted  into  the 
vessels  of  the  neck. 

The  aphonic  condition,  associated  with  the  pulsation  in  the 
suprasternal  notch,  and  the  area  of  percussion   dulness  ovo>- 
the  upper  and  left  border  of  the  sternum,  led  to  u  suspicion  of 
aneurism  ;    but  although   a   systolic  murmur  could  l,e   hear,! 
over  the  trachea,  there  was  no  evidence  of  pupillary  inecmalitv 
inequality    of   radial    pulses,  dysphagia,  or  tracheal    tug-mj/ 
Laryngoscopic  examination  showed  a  somewhut  uiiieniic'Lon- 
-Mion  of  the  larj^nx.  and  a  tumefaction  of  the  vocal  cords  and 
ot  the  ary-epiglottic  folds.     Movements  of  adduction  and  aW,,,- 
t.on  of  the  vocal  cords,  though  a  little  tardy,  were  quite  free. 

Lungs  :  Bronchitic  rules  were  heard  in  the  left  The  pulse 
was  90,  and  sHghtly  irregular.  The  urine  contained  O-O  pn 
cent,  albumin  and  triple  phosphates. 

The  patient  was  kept  in  bed  on  milk  diet  and  imperial  drink 
and  given  a  mixture  containing  strophanthus,  acetate  and  citrate 
of  potash.  She  was  also  given  an  inhalation  of  menthol  ai„l 
tr.  ben.oini  co.  Her  condition  .piickly  improved.  The  puis, 
tecame  regular,  and  tiie  heart's  action  quiete.ied,  while  thr 
cough  and  aphonia  lessened.  Every  night  she  complained  .,1 
pains  m  the  lumbar  region,  which  seemed  to  be  false  laliour 
pains. 

On  2nd  January  labour  set  in  with  strong  pains.  The  Hrst 
stage  only  lasted  an  hour  and  a  quarter,  and  the  second  only 
eighteen  minutes.     No  instrumental  interference  was  adopted 
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as  there  was  no  cardiac  embarrassment.  A  fair  amount  of 
bleeding  was  allowed  in  the  third  stage.  She  made  a  good 
recovery. 

Ca.'ic  III.  Mitral  Stinosis — Labour  at  Full  Time. — Mrs. 
W.,  tet.  twenty-nine,  i.-para.  Admitted  19th  December, 
1901  ;  deUvered  19th  December,  full  time.  This  patient  on 
admission  felt  very  well,  and  suffered  no  discomfort.  Lividity 
of  the  ears,  lips,  cheeks,  and  tip  of  the  nose  led  to  the  suspicion 
of  a  mitral  lesion,  and  auscultation  revealed  a  well-marked 
presystolic  murmur  in  the  mitral  area.  The  thrill  could  be 
distinctly  felt. 

As  the  second  stage  was  prolonged,  chloroform  was  ad- 
ministered and  forceps  applied.  Free  bleeding  was  allowed 
to  take  place.     She  made  an  uninterrupted  recovery. 

In  Lhis  case  there  must  have  been  well-marked  compensa- 
tion, as  she  had  not  suffered  any  inconvenience  during  the 
pregnancy.  During  the  labour  there  was  nothing  to  show  that 
the  heart  was  affected.  I  think  it  was  probably  a  case  of 
congenital  stenosis.  I  know  of  a  case  of  mitral  stenosis,  which 
I  believe  to  be  congenital,  where  two  labours  have  been  passed 
through  without  tlie  least  difficulty. 

Case  JV.  Mitral  Stenosis  ami  Incompetowe  —  Labour  at 
Full  Time. — Mrs.  B.,  yet.  twenty-seven,  ii.-para,  full  time, 
admitted  to  the  hospital  17th  December,  1901  ;  delivered  18th 
December.  On  admission  the  patient  was  very  pallid,  and 
presented  considerable  oedema  of  the  legs  and  \'ulva.  For  a 
month  prior  to  admission  she  had  suffered  from  headache, 
vertigo,  sickness,  and  transient  amaurosis.  The  symptoms, 
coupled  with  the  oedema  of  the  legs  and  genitalia,  led  to  the 
examination  of  the  urine,  which  was  found  to  be  of  a  pale 
straw  colour,  but  without  a  trace  of  albumin. 

On  examining  the  heart,  a  pronounced  presystohc  thrill  could 
bo  felt,  and  a  well-marked  presystolic  and  a  systohc  murmur 
lieavd  over  the  mitral  area. 

23 
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The  08  was  sutiioiently  dilated  to  admit  two  finger-tips,  but 
the  pains,  although  recurring  frequently  and  strongly,  were 
not  having  much  effect  on  the  cervix.  As  the  patient  had  a 
very  pendulous  abdomen,  a  firm  binder  was  appHed.  This 
did  not  cause  any  cardiac  discomfort. 

A  hypodermic  injection  of  digitalin  and  strychnine  was  given 
on  admission,  and  digitalis  and  strophanthus  by  the  moutli, 
every  two  hours  afterwards.  The  pains  became  feeble  and  at 
long  intervals,  so  10  gr.  of  quinine  were  given  to  stimulate 
the  uterus.  Two  hours  later  the  pains  became  stronger,  the 
OS  dilated  very  slowly,  and  as  the  patient  was  becoming; 
worn  out,  a  mixture  of  chloroform  and  ether  (2  to  1)  was  ad- 
ministered ;  the  remainder  of  the  dilatation  finished  manuallj-, 
and  delivery  was  effected  by  forceps.  There  was  very  little 
bleeding.  The  patient  was  very  weak  after  delivery,  but 
there  was  no  cardiac  embarrassment. 

The  cardiac  tonic  was  continued  throughout  the  puerperium. 
and  the  patient  was  not  allowed  to  nurse.  She  left  the 
hospital  feeling  very  well. 

Case  V.  Mitral  Stenosis  and  Iticompetcnce — Albiiminitria — 
Labmtr  at  Full  Time. — Mrs.  W.,  mt.  twenty-four,  i.-para. 
Admitted  23rd  December,  1901 ;  deUvered  27th  December,  full 
time.  This  patient  was  admitted  on  account  of  oedema  of  the 
feet,  legs,  face  and  vulva.  She  had  not  suffered  from  any  dis- 
comfort, beyond  that  due  to  the  swelling  in  the  parts.  The 
urine,  which  was  scanty  in  amount  and  high-coloured,  was 
loaded  with  albumin.  Esbach's  albuminoraeter  gave  0'8  per 
cent. 

Percussion  of  the  area  of  cardiac  dulness  revealed  a  trans- 
verse measurement  of  4i  in.  A  well-marked  presystolic  thrill 
was  felt  over  the  mitral  area,  and  auscultation  elicited  a 
presystolic  and  a  systolic  murmur  over  that  region.  There 
was,  in  addition,  a  slight  whiff  after  the  second  sound  in  the 
diastohc  period,  followed  with  an  interval  with  no   murmur, 
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and  then  a  harsh  rumbling  murmur  running  up  to  the  first 
sound.  There  was  no  evidence  of  an  aortic  lesion,  and  the 
diastolic  soft  murmur  before  mentioned  was  only  audible  over 
the  mitral  area. 

She  was  given  saline  purgatives,  iini)erial  drink,  digitalis, 
and  strophanthus.  The  urine  increased  in  (juantity,  and  the 
albumin  fell  on  the  third  day  to  Oo  per  cent.   (Esbach). 

Labour  pains  set  in  four  days  after  admission.  The  labour 
was  terminated  under  chloroform  by  forceps.  Slight  l)leeding 
was  allowed  to  take  place.  There  was  no  cardiac  embarrass- 
ment. She  made  an  uninterrupted  recovery.  The  albumin 
had  completely  disappeared  from  her  urine. 

Case  VI.  Mitral  and  Tricuspid  Incompetence — Lahoitr  at 
Fall  Time.— J.  F.,  set.  twenty-six,  ii.-para,  was  admitted  to  the 
Glasgow  Maternity  Hospital  on  6th  Febraary,  1901,  in  labour. 
Previous  history  :  The  patient  had  been  in  feel)le  health  for 
some  time  past.  She  had  had  a  bad  attack  of  chorea  in  child- 
hood, recurring  attacks  of  rheumatism,  and  an  attack  of  scarlet 
fever.  She  had  suffered  for  many  years  from  a  weak  heart. 
Her  doctor  had  told  her  "  it  was  only  a  matter  of  time  with 
her  ".  She  had  had  a  severe  cough  for  a  long  time.  Her 
previous  labour  had  not  apparently  caused  her  much  trouble. 

State  on  admission  :  The  os  was  nearly  three-quarters  dilated. 
The  legs  were  cedematous.  The  breathing  was  rapid  and 
laborious,  and  numerous  nlles  were  heard  over  the  chest.  At 
the  apex  of  the  heart  a  loud,  blowing,  systolic  murmur  was 
heard.     The  heart  was  beating  forcibly  and  rapidly. 

Two  hours  after  admission  the  membranes  ruptured.  The 
l)re.  ilessness  became  greatly  aggravated.  Forceps  were  ap- 
plied md  a  live  child  easily  delivered.  Chloroform  was  not 
given.  She  was  freely  stimulated  with  whisky  and  hypodermic 
injections  of  strychnine  and  digitahn.  Her  breathlessness 
and  distress  rapidly  increased,  and  she  died  five  hours  after 
delivery. 
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The  post-mortem  examination  was  performed  by  Dr.  Car- 
stairs  Douglas.  The  pericardium  contained  a  few  ounces  of 
fluid,  and  each  pleural  cavity  also  contained  about  12  oz.  of 
the  same. 

The  heart  was  large  and  somewhat  fatty.  The  left  auricle 
was  dilated  and  contained  a  firm,  adherent,  ante-mortem  clot 
the  size  of  a  bantam's  egg.  The  left  ventricle  was  hyper- 
trophied,  and  the  mitral  valve  incompetent,  with  distinct 
sclerosis  of  the  cusps.  A  slender  ante-mortem  clot  extended 
into  the  aorta.  The  aortic  valves  were  healthy.  The  right 
ventricle  was  a  little  dilated,  and  it  and  the  right  auricle 
contained  ante-mortem  clots.  The  tricuspid  valve-ring  was 
dilated. 

The  lungs  showed  marked  oedema,  and  the  left  one  some 
brown  induration.     The  liver  was  nutmeg. 

This  was  the  only  fatal  case  in  the  series.  As  I  was  not 
present,  I  cannot  say  whether  or  not  there  was  any  post-partum 
bleeding.  At  the  post-mortem  examination  the  heart,  although 
somewhat  dilated,  was  not  distended  with  fluid  blood,  but  con- 
tained ante-mortem  clots.  In  examining  the  heart  in  fatal 
puerperal  cases,  I  have  been  struck  with  the  frequency  with 
which  one  meets  with  ante-mortem  clots.  They  are  nearly 
always  found,  no  matter  what  has  been  the  cause  of  death. 
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Matfhnal  Complications. 

Eclampsia  as  a  Complication  of  Pregnancy,  Pariurition 
and  Vie  Puerperium.— Eclampsia,  or  convulsions,  affecting 
women  during  pregnancy,  parturition,  or  the  puerperium  is 
usually  spoken  of  as  puerperal  eclampsia.  It  will  be  more 
convenient  to  discuss  the  whole  subject  in  one  section  than 
to  take  it  up  under  the  three  different  headings  of  pregnancy, 
parturition  and  the  puei-perium. 

From  the  very  earliest  days  of  medicine,  the  condition  has 
been  recognised,  and  innumeral)le  treatises  have  been  written 
on  it.  Yet  we  have  still  much  to  learn,  especially  as  to  the 
causation  of  the  fits.  The  newer  methods  of  treatment  enable 
us  to  deal  much  more  satisfactorily  with  the  cases  than  our 
predecessors  could  do,  but  until  we  gain  a  clear  conception  of 
what  the  poison  is,  and  how  it  acts,  our  treatment  must  be 
empirical,  and,  to  a  large  extent,  unsatisfactory. 

X  •  theories  have  been  advanced,  Init  none  of  them  are 
sati>-  .ory.  I  do  not  intend  discussing  them,  neither  do  I 
purpose  attempting  to  add  a  new  one.  T  shall  merely  indicate 
what  I  consider  to  he  the  extent  of  our  present  knowledge  of 
the  condition. 

Pregnancy  is  a  physiological  .-jondi'.ion,  but  it  borders  dan- 
OS?) 
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gerously  upon  the  pathological.     A  new  element  is  imported 
into  the  woman's  economy.    The  rapidly  growing  uterus,  and  its 
contents,  have  to  l)e  supplied  with  nourishment,  and  the  noxious 
substances,  arising  from  the  rapid  tissue  metabolism  which  is 
going  on,  have  to  te  got  rid  of.     The  excretor\  organs  of  the 
woman  have  thus  to  do  double  work,  i.e.,  they  have  to  purify 
the  mother's  system  of  her  own  noxious  substances,  and  also  of 
those  arising  from  the  uterine  contents.     What  the  protlucts  of 
tissue  metabolism  are,  which  are  formed  in  the  uterus,  we  do  not 
ki  uw,  but,  judging  from  the  rapid  growth  and  development  which 
are  taking  place,  there  must  be  a  large  amount  of  them.     In  thf 
great  majority  of  cases,  the  excretory  organs  are  equal  to  the 
task  and  no  harm  arises,  but,  if  any  of  them  should  fail,  the 
system   will  quickly   become  poisoned,  and,  if  the  poisoning' 
becomes  excessive,  convulsions  will  result.     The  kidneys  are 
the  organs  to  which  most  attention  has  been  jmid.     The  urine 
becomes  scanty,  and  more  or  less  loaded  with  albumin.     The 
urea  and  uric  acid  also  diminish  in  amount.     The  "  kidney  of 
pregnancy  "  seems  to  me  to  result  from  the  toxic  action  of  the 
products  of  tissue  metabolism  upon  the  kidney  substance.    The 
toxine  acts  very  like  turpentine  or  cantharidine,  and  the  urine, 
which  is  diminished  in  amount,  becomes  loaded  with  albumin 
and  sometimes  blood.     The  liver  is  affected,  but  whether  prioi' 
to  the  kidneys  or  not,  I  cannot  say.     In  some  cases  it  is  found 
in  a  condition  almost  like  an  early  stage  of  yellow  atrophy, 
while  haemorrhages  under  its  capsule  or  into  its  substance  are 
quite    common    (see   frontispiece).      The    role    plaj^ed    by  the 
liver  in  the  causation  of  the  disease  remains  to  be  ascertained. 

The  nervous  system  of  a  pregnant  woman  is  usually  in  a 
more  or  less  unstable  condition,  much  like  that  which  exists  in 
infancy.  Very  little  will  upset  it,  The  toxine,  whatever  ii 
may  be,  acts  as  an  irritant  upon  the  nerve  centres,  and  causes 
headache,  disturbance  of  vision,  and  finally  a  furious  nerve 
storm  in  the  shape  of  general  convulsions. 
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An  attempt  has  lieen  made  to  prove  that  iiiicrotTganisms 
are  the  cause,  but  so  far  no  bacillus  has  l)een  isolated.  To  my 
miud,  the  exciting  cause  seems  to  be  a  chemical  substance,  which 
is  the  result  of  tissue  metabolism,  in  connection  with  the 
development  and  nourishing  of  the  foetus  in  iitero.  Under 
ordinary  conditions,  this  toxic  substance  is  cleared  out  of  the 
l)ody,  but  if  it  be  retained,  either  from  some  fault  on  the  part 
of  the  liver,  or  kidneys,  or  of  lx)th,  the  already  unstable  nervous 
centres  are  affected  by  it,  and  an  explosion  occurs.  It  is  a  well- 
known  fact  that,  if  the  excretory  organs  can  lie  got  to  work 
Hatisfactorily,  an  eclamptic  seizure  can  l)e  prevented  (see  cases 
1.  and  ii.,  pages  32  and  33). 

If  the  maternal  system  is  poisoned,  one  would  naturally  expect 
the  foetus  would  sutler,  and  there  is  no  doubt  that  it  does.  The 
toxine  acts  upon  the  foetus  in  the  same  way  as  upon  the  mother. 
The  foetus  is  very  often  killed,  and  it  has  been  observed  to  have 
actual  convulsions  in  iitero.  I  have  never  observed  this,  but  I 
have  twice  delivered  children  in  a  state  of  rigidity,  as  if  they 
had  died  in  a  convulsion.  If  the  child  is  bom  alive,  it  may 
have  convulsions  within  a  few  days  of  birth.  I  have  seen 
several  cases.  The  kidneys  of  the  foetus  are  affected  in  exactly 
the  same  way  as  those  of  the  mother,  and  albumin  will  be  found 
in  the  urine.  In  several  cases  in  which  I  was  able  to  obtain 
specimens  of  the  child's  urine,  a  considerable  amount  of  albumin 
was  present.  I  have  also  found  the  same  in  the  urine  of  two 
children,  where  the  mothers  had  had  ali)uniinuria,  but  had  been 
saved  from  having  convulsions  by  prompt  treatment. 

It  has  been  asserted  that  on  the  death  of  the  foetus  in  ntero 
tlio  albumin  quickly  disappears  from  the  mother's  urine.  My 
experience  has  been  <iuite  opposed  to  this,  as  on  three  occasions 
I  have  delivered  macerated  foptuses,  in  cases  of  eclampsia  with 
highly  albuminous  urine.  In  one  case  the  urine  became  nearly 
solid  on  boiling.  In  these  cases  acetone  will  be  found  in  the 
mine,  as  a  product  of  maceration. 
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A  number  of  oases  have  been  published  where  no  albumin 
was  found  in  the  urine.  I  have  only  once  seen  convulsions  in 
labour  without  albumin  in  the  urine,  and,  as  that  woman  was 
subject  to  fits,  I  do  not  think  it  was  a  case  of  true  eclampsia. 
In  the  very  large  number  of  cases  treated  by  me,  albumin  has 
always  been  found  in  a  fairly  large  quantity.  When  a  multi- 
para is  seized,  it  will  very  often  be  found  that  the  albumin 
persists  after  delivery,  showing  that  she  is  the  subject  of 
nephritis,  and,  if  she  should  die,  the  kidneys  will  be  found  to  l)e 
diseased.  Nephritis,  in  a  pregnant  woman,  is  almost  sure  to 
end  in  eclampsia,  unless  active  treatment  is  adopted,  to  keep 
the  kidneys  and  bowels  acting  freely.  It  is  rare  for  a  woman 
to  have  attacks  in  subsequent  pregnancies,  and,  if  they  occur, 
there  is  probably  some  chronic  kidney  disease  present.  I  have 
seen  only  one  case  of  this  kind  (see  case  xix.,  page  391). 

Premonitory    Signs   and   Symptoms.— The    patient   ubually 
shows  more  or  less  oedema  of  the  feet  and  legs,  and  the  l)ody 
and  face  may  also  be  involved.     The  labia  may  be  very  much 
swollen.     Occasionally  there  is  no  oedema,  even  of  the  legs,  or 
it  is  so  slight  that  it  is  not  observed.     She  sutfers  from  head- 
ache, muscae  volitantes,  and  temporary  failure  of  vision,  which 
in  the  actual  seizure  may  go  on  to  complete  blindness.     I  have 
twice  seen  patients  absolutely  blind  during  the  labour.     One  of 
them  recovered  and  the  other  died.    They  both  recovered  sight 
after  delivery,  but  the  one  who  lived  suffered  from  impairment 
of  vision  in  both  eyes.     Sickness  is  sometimes  complained  of, 
with  severe  epigastric  pain,  just  before  the  onset  of  the  convul- 
sions.   The  urine  decreases  in  amount,  and  in  some  cases  there 
may  be  total  suppression.     To  the  naked  eye  it  may  present  no 
abnormal  appearance,  but  in  some  cases,  especially  immediately 
before,  or  during  the  convulsions,  it  will  be  seen  to  be  loaded 
with  blood.     Albumin  will  be  found  present,  even  to  the  extent 
of  its  becoming  solid  on  boiling.     The  urea  and  uric  acid  will 
both   be  decreased  in  amount.     Various  kinds  of  tube  casts, 
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especially  epithelial  ones,  and  much  epithelial  debris,  will  be 
seen  under  the  microscope. 

In  the  majority  of  cases  premoi  tory  signs  and  symptoms 
are  present,  hut  occasionally  the  fits  come  on  without  any 
warning. 

The  Seizun'. — The  patient  has  a  dazed,  fixed  look,  the  pupils 
are  seen  to  dilate  widely,  and  twitchings  of  the  eyelids  begin, 
and  (juickly  spread  to  the  facial  muscles,  the  musrles  of  respir- 
ation, and  all  the  other  muscles  of  the  iKxly.     This  clonic  stage 
is  succeeded  by  a  tonic  one,  and  then  the  fit  passes  off,  leaving 
the  patient  comatose  to  a  greater  or  less  extent.     The  tongue 
or  cheek  is  frequently  bitten,  unlsss  a  folded  towel,  piece  of  cork, 
or  rubber,  etc.,  is  placed  l)etween  the  teeth.     The  involvement 
of  the  respiratory  muscles  interferes  with  the  l)reathing,  so  the 
face  is  suffused,  and  in  \vu\  cases  almost  black.     The  i)reathing 
will  be  very  stertorous.     Froth  comes  from  the  mouth,  tinged 
with  blood,  if  the  tongue  or  cheek   has  teen   injured.     The 
struggling  may  l)e  so  severe  as  to  make  it  difficult  to  keep  the 
patient  in  lied.     The  state  of  coma  may  pass  off"  in  a  little,  but, 
in  many  cases,  it  persists  until  another  fit  comes  on.     The  fits 
may  he  few  in  number,  or  there  may  be  upwards  of  a  hundred 
of  them.       They  may   recur  frequently,  or  at   short  or  long 
intervals.     If  they  continue  recurring,  the  coma  will  gradually 
deepen.     If  the  patient  survives,  the  coma  gradually  passes  oft' 
after  the  fits  cease,  but  it  may  be  twenty-four  or  even  forty- 
ei-iht  hours  before  the  patient  begins  to  be  conscious,  and  much 
longer  before  she  is  quite  clear  in  her  mind.     In  mild  cases 
there  may  be  little  or  no  coma.     The  patient's  mind  is  a  com- 
plete blank,  from  the  time   of  her  seizure   until  she   regains 
consciousness.     She  knows  nothing  about  the  terrible  ordeal 
through  which  she  has  passed. 

Frequpucy. — Among  ordinary  private  cases,  it  occurs  in  al)Out 
1  in  :<00  cases,  but  in  hospital  work  it  is  much  more  frequent.  In 
the  indoor  work  of  the  Glasgow  Maternity  our  average  is  about 
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1  in  50.  As  already  stated,  it  is  m  vh  more  frequent  in  pritni- 
pttrn),  espooially  atnon^  the  unmarned,  than  in  muUi|)nra'.  it 
is  most  frequent  during  lalwur,  less  during  preRnanoy.  and  ItuHt 
during  the  puerperium.  It  is  much  more  frequent  with  iiiulti|il«> 
pregnuncieH  than  with  single  f)neH.  Climatic  conditionn  hcih 
to  influence  it,  by  interfering  with  the  action  of  the  skin.  In 
our  hospital  work,  we  generally  get  a  numljer  of  cases  within  a 
shoit  time  of  each  other.  In  pjirt  c  ..larch  and  April.  ,'M)>, 
I  treated  six  cases  within  four  or  five  weeks. 

DiaijnoxLH. — The  condition,  when  once  seen,  can  hardlv  k- 
mistaken,  but  one  must  l)ear  in  mind  that  fits  may  arise  from 
epilepsy,  hysteria,  or  a  brain  lesion.  The  epileptic  fits  uit. 
exactly  the  same  in  appearance,  but  you  will  get  a  histoiv  of 
previous  epileptic  seizures.  The  presence  of  albumin  in  tlie 
urine  cannot  be  taken  as  indicating  eclampsia,  because  \oii 
may  find  it  with  epilepsy.  I  have  seen  such  a  case,  in  which, 
as  I  got  a  history  o*  frequent  attacks  of  epilepsy,  1  did  not  con. 
sider  the  case  one  of  true  eclampsia.  With  hysterical  lit> 
you  will  have  the  usual  manifestations  of  hysteria,  which  un 
never  present  in  true  eclampsia. 

In  brain  lesions,  you  must   be  guided   by  the   history 
paralysis,  the  eye  conditions,  etc.   (see  case  i.,  page  72). 

Prognosis. — The  condition  is  undoubtedly  an  exccediiiiiiy 
serious  one.  The  death  rate  given  by  different  authors  viiiies 
very  much.  It  is  very  difiicult  to  give  anything  like  au 
accurate  estimate,  because  one's  statistics  must  be  taken.  Ik  mi 
hospital  recoids  to  get  anything  like  a  reliable  number  of  ai^ea. 
and  many  cases  sent  into  hospital  are  beyond  hope  wlieii 
admitted.  The  following  estimate  is  based  on  eighty  con- 
secutive cases  treated  in  the  wards  of  the  Glasgow  Matcniily 
Hospital.  Thirty  were  fatal,  giving  a  mortality  of  37o  per 
cent.  This  is  exceedingly  high,  but  it  must  be  remembered 
that  this  includes  all  cases  admitted,  and  many  of  them  liad 
been  convulsed  for  hours,  and  some  were  actually  inorihiiiid 
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hi  the  thne  of  admission.  Of  the  oaseH  troated  by  tho  <  der 
methods  44  per  cent,  dieil,  while  of  those  treated  l>y  *  ic 
infuHiooB  only  24  per  cent,  were  lont.  ThiH  is  n  very  mm  ;d 
improvement.  Of  the  twenty-two  cuhbh  >»ivon  hy  me  in  'le 
International  CUnicn,  vol.  ii..  1901,  thret!  died,  hut  one  of  th«-'»e 
deathH  was  due  tc  u  iK'rforatiri^,'  duodenal  ulcer  on  the  hIxtH 
day.  Includinf<  thiK  ciHe,  it  K>ve8  a  death  rate  of  l'i'H4  per 
cent. 

The  proxnosis  iH  j^mvest  in  cascH  occuiiin^  during  pi-«»anoy, 
K'HS  )(rave  in  those  occurring  during  lal)our.  and  husi  «mve  in 
those  occurring  during  the  puer|)e»ium.     The  « •■  n  \^^%- 

nancy  the  onset  id,  the  graver  is  the  condition,  to  same 

is  tru      egarding  !.ibour.     In  the  eighty  ciines  pogmosiK 

was  much  uiore  favourable  among  the  multip.<»n  arnt  ng 

the  urimiparip.     This  is  the  reverse  of  what  \\&>  ll\  Ihj.  a 

found.  It  agrees,  however,  with  my  whole  ex|)er;f'  =.  KougWy 
Hpeakinn,  the  mo^e  numerous  the  fits,  the  gmver  i>  iba  ou  ImjJt, 
but  occasionally  one  sees  cases  which  <lie  after  o  »  or  tv  rt«<« 
Such  cases  are  usually  profoundly  comatose,  aiud  have  ;ii<MOi«k, 
if  not  complete,  suppression  of  urine.  If  the  tits  are  frt-M  <m\ 
aial  severe,  and  the  coma  deep,  the  outlook  »  evi-'i-uojil) 
^rave.  As  regaixis  the  urine,  the  principal  {t%oior  inti  DCffiu 
the  prognosis  is  undoubtedly  the  quantitv  creU^i. 
is  small,  and  does  not  increase  \ery  quickh  iter  detiv.  j,  tt*e> 
prognosis  will  be  very  grave.     The  quantity  or  albumi  "rn 

will   not    influence  the   prognosis    much.     A   patit  .t 

small  quantity  of  albumin  in  her  urine  may  have  a  v.-ry  ^. 

attack.  When  there  is  much  blood  presmt  the  progn  »'^s  will 
l)e  grave,  but  not  necessarily  hopeless  (see  case  xvu  .  An 
exceedingly  quick  pulse  is  a  l)ad  indication,  if  it  does  not  soon 
incline  to  slow  down.  In  most  of  my  casus  the  temperature 
has  been  raised  for  a  few  day^,  but  not  markedly  so  in  the 
fatal  ones. 

As   regards    the  child  the  prognosis   is  very  bad.     If  the 
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•rnMun  takM  plMe  b«fo  the  child  hM  rMMhed  %  mble  asa. 
It  is  very  likely  to  be  u  .rifioed  by  emptying  the  uteruii.  My 
experience  leads  me  not  to  interfere  with  tSie  uterus  unleHs  the 
HtH  recur  in  ipite  of  treatment.  After  ten  fits,  the  chancen  for 
the  child  are  exoeediuKly  small.  If  it  Ih  bom  alive,  it  timy 
die  of  convulsion*  or  of  general  debility.  Probably  not  more 
than  40  per  cent,  of  the  children  ultimately  survive. 

Trmtment.— The  following  method  of  treatment  in  the  one 
I  have  been  practising  for  several  years,  both  in  my  hospitul 
and  private  work.  I  have  tried  all  the  other  usual  metliodH. 
and,  from  a  wide  experience,  I  have  no  hesitation  in  saying  thnt 
the  saline  infusion  method  has  given  much  lietter  results  thmi 
any  of  the  others.  In  the  Maternity  Hospital  the  death  rate 
from  eclampsia  has  been  reduced  nearly  50  per  cent.,  taking 
the  cases  just  as  they  come. 

The  method  in  based  upon  the  assumption  that  there  is  a 
toxic  j,ab8tance  circulating  in  the  blood.  We  do  not  know 
what  the  substance  is.  and  therefore  cannot  administer  an 
antidote.  Our  efforts  must,  in  the  meantime  lie  limited  to 
freeing  the  system  from  it  as  quick.y  as  iwssible.  To  (,'ive 
drugs  to  control  the  convulsions,  which,  after  all.  are  only  a 
symptom,  stjems  to  me  somewhat  irrational. 

There  are  three  main  oUnnels  thiough  which  a  poison  n  v 
be  eliminated  from  the  blood,  viz.,  the  skin,  the  bowels  and  the 
kidneys.  The  importance  of  keeping  these  channels  open  has 
long  been  recognised.  If  we  had  plenty  of  time  there  woidd 
be  no  difficulty  in  the  matter.  Tiiis  fact  has  already  heen 
demonstrated  in  connection  with  albuminuria  of  pregnancy,  .md 
the  cases  there  cite-l,  show,  that,  by  appropriate  treatin.nt. 
eclampsia  can  be  prevented.  I  might  cite  many  more  cases  to 
prove  this,  but  it  is  already  familiar  to  every  obstetrician,  [n 
the  majority  of  cases  convulsions  have  already  commenced,  and 
we  no  longer  have  time  to  establish  action  by  drugs  in  the 
usual  way,  3o  that  other  means  must  be  adopted. 
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The  beiU  way  to  Mt  upon  the  itkin  in  either  by  ho*  paokH  or 
vapour  bathe.  In  ueing  the  hot  pack,  oara  noait  be  taken  to 
wriuR  the  blankets  well,  or  the  Hkin  may  easily  be  bliHtered. 
For  the  same  reason  hot-water  bottloM  must  not  be  allowed  to 
touch  the  iMiru  skin.  Thu  pucks  ur  ImthH  may  l>e  reiwated,  but 
the  pulse  must  i>e  watched.  I  usually  le  iv»  the  patient  in  tho 
Itath  or  |mck  for  half  an  hour.  Pilocarpinu  will  oaune  profuHC 
tliaphoreHiH,  and  it  has  b  "  n  and  is  still  someti.nes  uited,  Imt  it 
is  exceedingly  depreHsing,  and  is  very  liable  to  inoruaHi!  any 
uxiema  of  the  lungs  which  may  be  present.  Thu  inoreasM  of 
inucuH  in  the  bronchial  tul)eH  may  l>e  ho  great  an  to  cauHe  tho 
patient's  death.  I  have  never  used  this  drug,  and  uannot 
recommend  it. 

To  get  the  lH>weIs  to  act  is  very  ditticult.  Croton  oil  in  often 
recommended,  but  even  in  large  dosos  it  fre(|uently  fails.  [ 
have  often  given  6  inin.  without  the  least  effect,  and  in  two 
cases  I  have  seen  oedema  glottidis  arise  after  its  uAe.  I  give 
from  2  to  4  large  tablespoonfuls  of  Hpsom  Mtilts.  intro- 
ducing them  through  a  stomach  tube,  unless  the  patient  is  quite 
conscious.  Enemata  are  useful  to  unload  the  lower  bowel,  and 
iilso  to  start  the  action  of  the  bowels  later  on.  Jalap  is  also 
useful ;  but  whatever  drug  is  given  must  be  adinini  ■ttered  in 
a  very  large  dose.  Absorption  is  in  al)eyance  and  the  action 
exceedingly  sluggish.  If  a  hypodermic  purgative  could  only  l>e 
devised,  it  would  be  most  useful. 

The  kidneys  are  the  organs  of  excretion  which  are  most  at 
fault,  and,  if  we  can  get  them  to  act  promptly  and  freely,  all 
will  go  well.  If  there  is  tim'i  tefore  the  fits  come  on,  diuresis 
may  be  established  in  the  usual  way  by  suitable  drup«,  given 
l)y  the  mouth,  but  in  the  actual  titc  the  patient  as  a  rule  cannot 
swallow,  and,  even  if  we  introduce  dru.rs  into  the  stomach,  they 
will  probably  not  be  absorbed,  and,  even  if  absorption  were 
normal,  there  is  not  time  to  wait.  It  is  with  the  idea  of  flush- 
ing the  kidneys  freely  that  I  have  been  giving  large  infusions 
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of  normal  saline  solution,  combined  with  a  diuretic.     I  first 
used  the  bicarbonate  of  potash  along  with  the  sodium  chloride. 
Potash  salts  when  introduced  directly  into  the  blood  are  said 
to  have  a  most  poisonous  effect  upon  the  heart,  but  when  intro- 
duced into  the  cellular  tissue  no  poisonous  effect  seems  to  be 
caused.     I  have  used  as  much  as  3  pints  of  infusion,  with  ;jO 
gr.  of  the  bicarbonate  of  potash  in  each,  without  the  least  indi- 
cation of  any  poisoning.     The  soda  salts  are  non-poisonous, 
and  I  have  therefore  substituted  the  acetate  of  soda  in  drachm 
doses  to  the  pint,  as  its  diuretic  action  is  weaker.     I  am  quite 
convinced  that  the  infusion  causes  a  diuretic  action  ;   Ijut  this 
is   difficult  to  prove.     The  infusion  also  acts  beneficially,  hy 
diluting  the  poison,  and  stimulating  the  system,  just  us  the 
normal  saline  solution  does  when  given  in  cases  of  septictetnia. 
The  pulse  rapidly  improves. 

The  apparatus  for  giving  the  infusion  is  a  very  simple  one, 
tv:.,  a  medium-sized  trocar  and  canula,  as  supplied  in  Potain's 
aspirator,  or  a  hollow  needle,  a  few  feet  of  small  tubing  and  a 
funnel.  Messrs.  Gardner,  of  Edinburgh,  have  fitted  up  a  very 
convenient  ajiparatus  in  a  metal  case  (fig.  9,  page  224). 
Messrs.  Burroughs,  Wellcome  .<:  Co.  have  made  up?  at  my 
request,  soloids  of  scdium  chloride  and  sodium  acetate— 1  dr. 
in  each.  Boiled  water  should  be  used  at  aijout  a  temperature  of 
104°  F.,  as  it  cools  slightly  in  passing  through  the  tube.  Before 
use  the  apparatus  should  be  sterilised  by  boiling. 

T^e  infusion  may  be  given  into  any  part  of  the  body  where 
the.d  is  loose  cellular  tissue,  but  under  the  breast,  preferably 
the  right,  is  the  most  convenient  situation  before  deliveiy. 
After  delivery,  the  lax  abdominal  wall  does  admirably.  Tlie 
skin  should  be  well  cleansed  before  the  puncture  is  made.  If 
the  breast  is  selected,  the  trocar  and  canula  should  be  thrust 
well  under  the  breast,  and  not  into  the  mammary  tissue.  If  the 
solution  does  not  begin  to  run  at  once  when  the  trocar  is  with- 
drawn, the  end  of  the  canula  is  against  firm  tissue,  so  it  should 
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be  drawn  back  a  little  and  moved  about.  With  lax  tissues  a 
pint  can  be  introduced  in  about  five  minutes.  One  pint  can 
always  be  easily  put  under  a  breast,  but  two  or  even  three  may 
be  introduced.  A  large  tense  swelling  forms,  and  there  will  l)e 
considerable  pain  in  it,  but  absorption  quickly  relieves  the  ten- 
sion. It  will  be  all  absorbed  in  about  an  hour.  The  part 
usually  remains  painful  for  some  days.  If  the  infusion  is  given 
into  the  axilla,  the  pressure  upon  the  brachial  plexus  will  cause 
considerable  numbing  of  the  arm.  The  puncture  sliould  be 
covered  with  adhesive  plaster  or  collodion.  In  several  hundred 
infusions  I  have  only  once  seen  an  al)sces3  form,  and  in  that  case 
the  infusion  had  been  given  by  one  of  my  residents  in  a  fright- 
fully dirty  house  where  it  was  impossible  to  carry  out  ase})tic 
methods.  A  large  abscess  formed  under  the  breast  and  had  to 
be  opened.  It  caused  very  little  disturbance  of  the  temperature, 
and  the  pain  was  not  acute.  The  odour  of  the  pus  suggested 
bacillus  coli  as  the  infecting  agent. 

The  urine  excreted  after  an  infusion  is  usually  heavily  locided 
with  urates,  which  remain  suspended,  and  do  not  deposit  in  the 
usual  way,  even  if  kept  for  days.  The  large  amount  of  albumin 
may  account  for  'jhe  suspension,  but  I  have  never  noticed  this 
ill  the  urine  of  cases  treated  without  infusions.  If  t'  ;  patient 
iloes  not  improve  in  a  few  hours,  I  usually  repeat  tiie  infusion. 
.\s  soon  as  she  is  able  to  swallow,  she  should  be  given  as  large 
an  amount  of  imperial  drink  and  milk,  as  she  can  take.  When 
the  pulse  is  weak,  free  stimulation  must  be  resorted  to. 

If  the  patient  is  full  blooded  with  a  strong  boundijig  pulse, 
the  old  treatment  of  bleeding  should  be  tried.  From  15  to 
20  0/.  of  blood  should  be  drawn  from  a  vein  in  the  arm. 
This  will  remove  a  certain  amount  of  the  poison,  and  the 
infused  fluid  will  quickly  make  up  the  loss  and  dilute  the 
remainder.  I  have  found  bleeding  to  act  exceedingly  well  in 
the  few  suitable  cases  which  have  come  under  my  care.  Iji 
all  cases  post-partum  Inemorrhage  ought  to  be  encouraged,  but 
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it  rarely  occurs.  The  blood  lost  is  always  very  black  In 
hospital  work  in  a  large  city  like  this  the  patients  are  not  often 
of  a  robust  constitution. 

For  controlling  the  fits  I  have  used  most  of  the  ordinary 
remedies  in  use,  viz.,  chloroform,  chloral  and  bromide,  morphia 
and  veratrum  viride.     Within  the  last  year  I  have  -iven  nothin-r 
for  the  fits  except  chloroform  and  occasionally  a  dose  of  chloia'l 
and  bromide  when  there  was  much  restlessness.     Morphia  I 
have  given  up  entirely,  after  using  it  freely  for  a  time.     1  am 
now  quite  convinced  that  it  lessens  the  excretion  of  urine,  an.! 
thus  tends  to  counteract  the  effect  of  the  infusion?.     In  a'cas,. 
under  the  care  of  a  colleague  the  pupils  contracted  to  the  si/. 
of   a   pin's   punt,   and   she  died   with   complete   supprcssicn 
of    urine.      It    looked    exactly   like    a    death    from    morphia 
poisoning. 

Obstetric  Treatment.— Each  case  must,  of  course,  he  ju,lu,.,| 
on  Its  own  merits,  but,  broadly  speaking,  in  cases  of  convulsions 
before  labour  begins,  the  less  interference  with  the  uterus  th,. 
better.     In  a  case  occurring  early  in  pregnancy,  and  for  the 
second  time,  emptying  the  uterus  is  called  for  (see  No.  xixi 
In  several  of  my  cases  I  have  relieved  the  patient,  and  she  has 
had  a  perfectly  natural  labour  some  days  or  weeks  later      If 
the  fits  cannot  be  controlled,  the  uterus  should  he  emptied;  Sx 
accouchement  force.     The  patient  should  he  put  deeply  un<ie, 
chloroform,  to  avoid  shock.    If  the  cervix  is  difficult  to  dilate  ,i 
should  be  freely  incised,  and,  if  necessarv,  the  incisions  sho.il.I 
be  stitched  after  dehvery.     Any  bleeding  which  occurs  will  I,. 
beneficial.     Caesarian  section  has  been  advocated  and  pmctiM  ,1 
in  such  cases,  but  the  death  rate  has  been  exceedingly  hi-h. 
In  case  xiv.  I  performed  this  operation  and  removed  thV uterus. 
but  this  was  done  on  account  of  a  contracted  pelvis,  and  n..t 
because  of  the  convulsions.     When  one  can  deliver  so  quicklv 
by  incising  the  cervix,  I  see  no  need  for  doing  C.-esarian  sectio.i 
In  cases  where  the  os  is  fully  dilated  or  quite  dilatable,  th. 
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patient  should  be  delivered  at  once.  Post-partutn  h»morrhage 
should  always  he  encouraged.  I  have  only  twice  seen  it  occur 
to  an  alarming  extent,  and  one  of  these  cases  was  a  twin  preg- 
nancy. The  patient  bled  until  she  was  almost  pulseless,  but 
she  never  had  another  fit  and  made  an  excellent  recovery  (see 
case  iv.). 

Ca.se  /.  — E.  M.,  i.-para,  aet.  seventeen,  admitted  SUt 
August,  1897,  9.15  p.m.,  delivered  at  10.30.  Child,  female, 
r.live,  weighed  6  lb. 

The  patient  was  first  seen  at  home  by  a  nurse.  A  fit  came 
on  before  the  nurse  had  time  to  examine  her. 

Previous  history:  In  infancy  she  hafl  had  scarlet  fevei 
followed  l)y  dropsy,  and  when  five  years  old  she  was  said  to 
Imve  had  dropsy  again.  For  the  last  three  or  four  weeks 
swelling  of  the  legs  had  been  noticed. 

When  the  out-door  surgeon  saw  her  she  was  having  a  fit. 
He  gave  her  CHCl,  and  had  her  removed  at  once.  The  os 
was  :.early  fully  dilated.  Half  an  hour  later  the  head  was 
almost  on  the  perineum.  She  was  given  CHCl.,,  and  delivery 
effected  by  forceps.  Post-partum  bleeding  was  encouraged, 
l)ut  very  little  came,  and  what  did  was  very  dark  in  colour. 
An  enema  of  60  gi-.  bromide  and  30  of  chloral  was  given.  She 
had  a  seizure  two  hours  later,  and  she  became  very  restless ; 
■I  dr.  bromidia  were  given  by  the  rectum.  She  became  quieter,' 
and  dozed  during  the  night.  The  bowels  were  freely  moved. 
There  was  very  httle  urine  passed;  specific  gravity,  I02G ; 
considerable  all)umin. 

1st  September.— She  looked  very  dull  and  could  hardly  l)e 
got  to  tak-  any  nourishment.  She  had  three  slight  and  one 
severe  fit  during  the  afternoon.  For  the  latter  she  was  given 
CHCl.,.  At  noon.  2  dr.  bromidia  were  given  by  he  rectum, 
and  the  same  later  in  the  afternoon.  Towards  evening  a  good 
deal  of  throat  rattle  was  observed.  She  passed  a  fairly  quiet 
"ight,    l,ut  would   not  drink  much,   and   the  urine   was  very 
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soanty.     Pulse  had  all  along  been  about  120,  of  high  tension 
and  regular. 

2nd  September. — She  was  very  drowsy ;  pulse  now  about 
130,  irregular  and  intermitting.  The  albumin  was  less,  but 
there  was  very  little  urine  being  passed.  »he  would  drink 
scarcely  anything. 

In  the  evening  she  was  very  drowsy  and  could  scarcely  be 
roused.  The  skin  was  very  dry,  and  the  pulse  was  markedly 
intermittent.  At  9.30  p.m.,  20  min.  tinct.  verat.  virid.  wciv 
given  hypodermically,  20  oz.  saUne  solution  (30  gr.  pot.  bicarl). 
and  60  gr.  sod.  chloridi)  injected  into  the  areolar  tissue  of  the 
left  axilla,  and  the  patient  put  into  a  hot  wet  pack.  Bet'oie 
half  the  saline  solution  was  injected  she  became  perfectly 
conscious,  and  drank  freely  of  imperial  drink  and  milk.  lu 
an  hour  and  a  half  the  pulse  rate  had  fallen  thirty  lieats,  and 
in  another  hour  ten  more,  and  was  quite  soft  and  steady.  She 
passed  a  fairly  good  night  and  drank  freely. 

3rd  September. — She  was  much  better.  Had  drunk  in  all 
100  oz.  of  milk  and  imperial  drink.  The  urine  had  increased 
markedly,  but  it  could  not  be  measured,  as  some  was  lost  with 
the  motions.     Pulse  96,  regular,  high  tension. 

4th  September.— In  last  twenty-four  hours  96  oz.  of  urine 
were  measured,  besides  what  was  passed  with  two  free  motion^. 
Next   day    100   oz.    of   urine    were   collected;    albumin    still 

present. 

On  the  7th  she  developed  a  dry  pleurisy  in  the  right  side, 
above  the  liver.  The  friction  disappeared  in  four  days.  By 
the  18th  she  was  very  well,  but  anaemic  looking. 

Case  //.—Mrs.  B.,  i.-para,  aet.  twenty-eight,  seven  months 
pregnant.  When  admitted  at  5  p.m.  she  was  in  a  drowsy 
condition,  alternating  with  frequent  periods  of  extreme  rest- 
lessness. She  had  been  having  fits  hourly  since  the  mornin,. 
She  had  three  shortly  after  admission.  Her  pulse  was  of  high 
tension,  130        140.     Fifteen  min.  tr.  veratrum  viridis  were 
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injected  hypodermicaUy,  and  within  half  an  hour  the  pulse 
rate  fell  to  110.  For  three  houra  it  remainetl  slower  than  this. 
The  OS  was  only  sliKhtly  dilated.  Four  houis  later  the  os 
was  in  nearly  the  same  condition.  I'nder  CHCI,  dilatation 
was  effected  by  means  of  HcKur's  dilatois  and  the  Hn^^ers,  and 
the  child  was  delivered  with  forceps,  it  was  still-born.'  A 
pint  of  saline  (pot.  bicarb,  and  sod.  chloridi)  was  injected  into 
the  right  axilla  immediately  after  delivery.  The  pulse  was 
now  130,  but  of  low  tension.  The  urine  became  solid  on 
boiling. 

She  remained  semicomatose  for  forty  hours  after  delivery. 
During  all  this  time  there  was  constant  spasmodic  movements 
of  the  right  leg  and  of  both  eyeballs.     She  was  freely  stimu- 
lated with  brandy  every  hour,  and  given  a  diuretic  and  milk 
In  the  first  and  second  twelve  hours  only  14  oz.  and  15  oz.  of 
urine  were  collected.     Early  on  the  morning  of  the  second  day 
she  became  collapsed.     Hypodermics  of  strychnine  and  ether 
were  given,  and  hot  fomentations  apphed  over  the  heart.     At 
this  time  her  pulse  was  144,  and  very  teeble.     During    the 
third  twelve  hours,  17  oz.  of  urine  were  collected.     Tagain 
injected  a  pint  of  saline    into  the  left  axilla,   with  the  result 
that  during  the  next  twelve  hours  she  excreted  69  oz.  of  urine. 
During  each  consecutive  twelve  hours  llo  oz.,  63  oz.,  60  oz., 
04  oz.,  70  oz.,  and  60  oz.  were  collected.     Ovei'  and  above 
these  amounts,  a  good  deal  was  lost  with  the  motions.     The 
albumin  quickly  lessened  in   amount.     The  first  three  speci- 
mens of  urine,  drawn  ofl"  after  mjection,  were  (juite  milk)    in 
appearance,  from  urates,  which  remaineil  suspended,  and  did  not 
deposit  as  urates  usually  do,  although  we  kept  the  specimens 
for  several  days.     This  may  have  been  due  to  tlie  large  amount 
of  albumin  present.     In  all  the  other  cases  the  urin.e  w.ik  in 
the  same  condition,  but  I  do  not  remember  ever  noticing  it  in 
cases  which  were  not  injected. 
She  made  a  slow  recovery. 
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Case  111. — Mrs.  D.,  i.-para,  set.  twenty-two,  six  months 
pregnant.  She  had  had  headaches  daily  for  about  six  weeks. 
Her  urine  had  l)een  high  coloured  for  two  months,  and  scanty 
for  the  last  month.  During  the  nighd  of  13th  May  her  head- 
ache had  become  very  severe,  and  vomiting  had  come  on. 
About  midday  on  the  14th  she  had  a  fit,  and  a  second  one 
about  2  P.M.  .  .  was  brought  to  the  hospital  about  9  p.m. 
There  was  very  little  oedema  of  the  legs.  There  were  no 
uterine  contractions,  but  the  os  admitted  one  finger.  The 
foetal  heart  was  audible.  The  urine  liecame  almost  solid  on 
boihng.  An  enema  was  given,  and  just  as  it  began  to  act  she 
was  seized  with  a  very  violent  convulsion.  After  it  passed  off 
she  was  drowsy,  but  not  unconscious.  Her  pulse  was  130, 
and  of  very  high  tension.  I  at  once  gave  her  a  hypodermic 
of  tr.  veratrum  viridis  (15  min.),  and  injected  a  pint  of  saline 
(pot.  bicarb,  and  sod.  chloridi)  into  the  right  axilla.  The 
pulse  rate  fell  15  beats  in  half  an  hour,  and  came  down  to 
90  in  a  few  hours.  The  bowels  were  thoroughly  cleared  with 
croton  oil.  She  passed  a  fairly  comfortable  night,  except  for 
headache.  She  was  given  some  brandy,  and  put  on  a  diuretic 
mixture  and  milk.  Twelve  ounces  of  urine  were  collected  in 
the  first  twelve  hours,  but  a  great  deal  was  lost  with  the 
motions.  It  was  thick  and  milky,  and  did  not  deposit  the 
urates.  There  were  some  hyaline  and  granular  casts,  but  no 
blood  in  it.     The  albumin  had  not  diminished  much. 

Next  day  she  -sis  feeling  comfortable,  and  passed  over  60 
oz.  urine.  During  the  next  two  days  she  passed  130  oz.  and 
210  oz.  The  albumin  was  lessening.  She  kept  well,  and 
passed  large  quantities  of  urine,  until  the  21st,  a  week  from 
the  first  seizure,  when  labour  came  on  and  a  dead  child  was 
born  naturally.  It  had  been  alive  until  the  labour  came 
on.  She  had  three  doses  of  chloral  to  relax  the  cervix, 
and  CHCI3  was  administered  towards  the  end  of  the  second 
stage. 
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During  the  puerperium  the  diuresis  continued  and  the  albu- 
min disappeared.     She  made  a  normal  recovery. 

Case  IV. — Single,  i.-para,  act.  twenty-three  ;  full  time  ;  twins. 
Her  previous  health  had  always  been  good.     Six  weeks  ago 
her  feet  and  ankles  had  become  swollen,  and  her  face  puffy  in 
the  mornings.     Her  father  was  a  twin. 

Her  pains    began  on  the  16th  and  she  was   seen  by  two 
students,  who  found  the  os  slightly  dilated.     They  gave  her 
an   enema,    which   cleared  the  bowels   thoroughly.      On  the 
morning  of  the  18th  two  nurses  saw  her  about  9  \.M.,  and 
found  a  child  had  been  born  before  their  arrival.     Her  friends 
stated  that  she  had  had  a  tit  just  as  the  child  was  coming  into 
the  world.     The  abdomen  was  still  very  large,  and  a  second 
child  was  diagnosed.     When  the  resident  arrived  he  found  her 
in  a  tit,  so  he  gave  her  CHCla,  and  hatl  her  removed  at  once. 
On  admission  at  11  a.m.  a  hypodermic  of    morphia   (i   gr.) 
was  given  and  the  second  child  delivered   by  forceps.     The 
child,  a  male  hke  the  first,  was  alive.     They  weighed  (i  lb.  and 
6|  lb.  respectively.    A  large  double  placenta,  partially  attached, 
but  with  distinct  sacs,  was  expelled,  along  with  considerable 
clot,  in  about  ten  minutes.     It  weighed  2i  lb.     A  very  severe 
post-partum  haemorrhage  came  on.     An  intra-uterine  douche 
of   sterilised  water  (116")  was   given,    and   ergotiii   hypoder- 
raically.     The  pulse  became  almost  iraperceptil)le.       Twenty 
minims  of  ether  and  ^\^  gv.  of  strychnine  were  given  hypoder- 
mically,  and  over  2  pints  of  saline  solution  were  run  into  the 
rectum  and  1^  pints  into  the  right  infraraammary  region.    The 
pulse  improved,  but  was  still  very  rapid  and  weak  (175).      A 
second  hypodermic  of  ether  was  given,  and  2  ox.  of  brandy  l)y 
the  rectum.     The  foot  of  the  bed  was  raised.     She  was  given 
2  dr.  of  brandy,  by  the  mouth,  every  hour,  u!k1  as  much  milk 
and  soda  as  she  could  drink.     The  pulse  gradually  improved. 
Four  md  a  half  ounces  of  urine  were  drawn  oti"  in  the  evening. 
It  contained  blood,  and  was  heavUy  loaded  with  albumin. 
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The  following  amounts  of  urine  were  meatured  during  the 
next  four  days,  besides  what  was  lost  with  the  motions,  viz., 
109i  oz.,  149i  oz.,  92  oz.,  and  83  oz.  Her  pulse  remained 
about  120  for  a  considerable  time. 

She  made  a  fairly  good  recovery. 

In  my  clinical  remarks  during  the  delivery,  I  said,  I  hoped  she 
would  bleed,  but  I  did  not  count  on  having  to  cope  with  such 
an  alarming  hiemorrhage.  In  my  experience  of  eclampsias  I 
have  only  seen  one  other  case  of  post-partum  haemorrhage, 
although  many  of  them  have  been  under  CHCl.,  'ir  a  long  time, 
and  the  uterus  has  purposely  l)een  left  to  relax,  if  it  would.  In 
this  case  the  twin  pregnancy  was  the  cause. 

Case  V, — Mrs.  K.,  iv.-para,  set.  thirty,  eight  months  preg- 
nant. 

Her    former   pregnancies   and    labours   had    been    normal. 
During  the  present  pregnancy  she  was  quite  well  until  a  month 
ago,  when  she  had  an  attack  of  influenza,  which  confined  her 
to  bed  for  two  or  three  days.     On  Monday,  the  27th  February, 
she  began  to  suffer  from  headache,  and  on  the  following  day 
swelling  of  the  feet,  hands  and  face  came  on,  and  this  had  since 
gone  on   increasing.     On   March  3rd,  at  6.30  a.m.,   she  was 
seized  with  convulsions.     The  fit  lasted  two  or  three  minutes. 
She  had  a  second  fit  half  an  hour  later.     She  was  seen  by  hei 
doctor,   who  gave  her  ^  gr.  of  morphia  hypodermically,  and 
drew  6  oz.  of  blood  from  the  left  arm.     Up  to  the  time  of 
admission,  at  11  a.m.,  she  had  no  more  fits.     She  was  lying  in 
a  lethargic  condition  with  contracted  pupils.     She  could  l)e 
roused   with  a   little  difficulty.      She  was  a  stout,   plethoric 
woman  with  a  ruddy  complexion.     There   was  well-marked 
oedema  of  her  legs,  arms,  face,  and  trunk.     The  puffiness  under 
the  eyes  was  very  markefl,   and  the  light  eyeball   was  very 
prominent.     We  supposed  this  might  be  due  to  cedema  of  the 
cellular  tissue  of  the  orbit,  but,  as  the  protrusion  did  not  lessen 
afterwards,  there  must  have  been  some  other  cause.    She  after- 
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wards  stated  that  it  had  always  been  so.  The  ophthalmoscope 
revealed  nothing  abnormal  in  the  eyes  except  oedema  of  the 
retinoB.  Eight  ounces  of  urine  were  drawn  off.  It  was  loaded 
with  albumin.  The  uterine  fundus  reached  half-way  between 
the  umbilicus  and  the  xiphisternum.  There  were  no  contrac- 
tions j{oing  on.  The  os  admitted  one  finj^er.  The  fuetal  heart 
sounds  were  distinctly  heard  to  the  ri^^ht  and  below  the 
umbilicus.  Twenty-four  ounces  of  saline  solution  (pot.  bicarb, 
and  sal.  ohioridi)  were  injected  into  the  right  axilla.  It  took 
exactly  four  minutes  to  run  it  in.  A  dose  of  calomel  and  jalap 
was  ^'iven.  and  imperial  drink  and  milk  ordered,  l)Ut  she  could 
not  be  j,'ot  to  take  much.  .\t  G.30  p.m.,  when  the  catheter  was 
being  passed,  she  had  a  lit,  which  lasted  about  one  minute. 
She  was  given  a  dose  of  chloral  and  bromide  by  the  rectum. 
Only  4i  oz.  of  urine  were  obtained.  It  was  thick  and  muddy, 
luul  the  urates  did  not  deposit  on  standing. 

About  9.30  I'.M.  an  enema  was  given  as  the  bowels  had  not 
acted.  Thirty  ounces  of  saline  fluid  were  then  injected  into  the 
left  axillary  tissues,  and  the  patient  was  put  into  a  hot  pack  for 
half  an  hour.  At  11.30  p.m.  30  gr.  of  jalap  were  given  and  1 
dr.  of  bromidia.  She  slept  fairly  well,  and  drank  in  all  18  oz. 
of  milk  and  imperial  drink,  but  she  only  passed  5A  oz.  of  urine. 
She  hud  perspired  pretty  freely  after  the  hot  pack. 

In  the  morning  she  was  fairly  comfortal)le.  The  os  was 
found  to  be  dilating,  l)Ut  she  felt  no  pains,  .\bout  7  p.m.  she 
was  delivered  of  a  live  female  child,  3i  lb.  in  weight.  Her 
labour  was  practically  painless,  and  she  had  no  threatenings 
of  convulsions.  Her  puerperium  was  normal.  The  tem- 
perature never  rose  above  y8'4'.  She  went  home  on  the  tenth 
(lay. 

The  following  is  Dr.  Carstairs  Douglas's  report  on  the 
urine : — 

"  Urine  :  (1)  Before  Saline  Injection  — Deep  sherry  colour  ; 
auid ;    sp.  gr.   1U20 ;  albumin  abundant ;  creatinine  plentiful ; 
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sugar  (?).  It  reducos  Fehling't  solution,  but  this  is  possibly 
due  to  the  urates  and  creatinine.  No  bile  ;  no  acetone  ;  indi- 
gogens  normal ;  urea  1  \mr  cent.,  low  ;  uric  acid  0()«7  \m cent, 
(higher  than  aver.i^e  of  health). 

"(2)  .{Iter  {inline.  Injection. — Urine  thick  muddy,  brown,  diu 
to  copious  deposit  of  urates,  very  aimndant  sp.  gr.  10.'J2 
acid  ;  albumin  plentiful ;  a  fe  v  tul)e  castg  and  red  blood  cells  ; 
no  acetone  ;  urea  14  percent,  (rather  low)  ;  uric  jusid  016  per 
cent,  (very  high,  nearly  double  that  l)efore  the  saline  injection). 
There  has  apparently  l)een  a  great  washing  out  of  uric  acitl  b\ 
the  saline. 

'*  (3)  One  Day  after  Delivery. — Urine  clear,  anilwr,  and  mor. 
limpid,  mere  trace  of  albumin  ;  urea  17  per  cent,  (nearly 
normal) ;  uric  acid  0028  (distinctly  lower  than  normal)." 

It  will  thus  lie  seen  that  there  was  a  great  increase  in  urea, 
and  markedly  so  in  uric  acid  immediately  after  the  injection. 
The  diuretic  effect  was  not  nearly  so  marked  in  thin  case  as  in 
the  others,  and  this  I  believe  was  due  to  the  morphia. 

Case  VI. — A.  W.,  single,  i,-para,  tet.  nineteen,  seven  months 
pregnant.  This  patient  was  sent  into  llie  hospital  wiih  the 
history  of  having  had  fourteen  fits.  She  was  in  a  serai - 
comatose  condition,  and  could  not  l)e  roused  to  speak.  There 
was  slight  oedema  of  the  feet.  Her  pulse  was  130  and  thready. 
The  08  was  beginning  to  dilate.  The  urine  was  loaded  with 
albumin. 

At  2  A.M.  30  oz.  saline  were  injected  into  the  right  infm- 
mammary  region,  and  a  large  dose  of  calomel  and  jalap  given. 
She  was  put  into  a  hot  pack,  but  did  not  sweat  at  all.  In  two 
hours'  time  the  os  was  dilated,  and  I  delivered  with  Milne- 
Murray's  forceps.  The  fcBtus  was  commencing  to  macerate. 
After  delivery  24  oz.  more  saline  were  injected  into  the  left 
axillary  tissues. 

She  remained  semicomatose  for  nearly  two  days.  She 
could  be  roused  and  got  to  drink,  but  would  not  answer  when 
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spoken  to.  When  mIih  liecame  conscious  ihe  Haid  sh«  had  no 
recollection  of  ttnything  Hince  two  .lays  before  th.'  seizurt-  In 
the  first  twenty-four  hours  slie  |Ni8sed  30  o/..  urine  and  five 
motions,  in  the  second  90  o/.  and  two  motions,  in  the  thirf 
14'j  oz.  and  one  motion,  in  tho  fifth  83  oz. 

Her  recovery  was  uneventful.  She  had  no  Jits  after  ad- 
iiiission.  The  urine  was  fre.-  from  nlhuniin  wJi.-n  she  was 
(iismissed  on  the  tenth  day. 

Tho  urine  was  examined  by  Dr.  (Jarstairs  I)ou.,'laH  and  the 
iMlIowiuK'  is  his  reiK>rt:   "(1)  Urine  More  injecti<m  :  Opaque, 
li«ht  yellow,  highly  turbid  from    urates;    albumin   abundant! 
I'rea  not  estimated  owin^  to  smallness.      Trie  acid  0101  |)er 
•ent.  (note  uric  acid  is  distinctly  above  average).     (2)   Urine 
shortly  after  injection  :  Opaque,  li«ht  yellow  fluid,  loaded  with 
urates  and  albumin.       Moderately  acid.     No    bloo<l.   bile    or 
acetone.     Turns  Fehling's  solution  reddish  purple,  but  does  not 
reduce  it.     Urea,  16  \m-  cent,  (rather  low,  especially  as  ur- 
was  probably  concentrated).      Uric  acid  0112  ptjr  cent,   (dis- 
liiietly  above  avemge  ;  increased  since  injection).     ('.])   Urine 
twonty-four  hours  later :  Almost  clear,  ainl)er,  aci<l ;  trace  of 
albumin.      No   effjct   on    FehliuK's   solution.      Urea    2-4    per 
'■ent.  , distinct  rise).      Uric  acid  00217  per  cent,  (marked  fall 
l)el<)w  the  average  I." 

( V».sfl  17/.— Mrs.  B.,  ii.-para,  uet.  twenty-seven,  seven  months 
pre;,'nant.  She  was  admitted  in  a  semicomatose  condition. 
She  ha.l  had  eight  fits.  For  a  fortnight  the  feet  and  legs  had 
bi-eii  swollen  and  she  had  vomited  a  great  deal.  A  doctor  had 
s>en  her  and  prescribed  for  her.  There  was  marked  ced  . 
of  the  whole  body,  the  conjunctivae  being  also  oodematous. 
There  was  great  oedema  of  the  lungs.  She  had  the  most 
•iKloina  of  any  eclamptic  patient  f  havp  ever  seen.  About  2 
0/.  of  very  bloody  urine  were  drawn  off.  It  became  solid  on 
'"filing.  Her  pulse  was  104  and  very  tense.  She  was  not  in 
labour. 
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We  drew  off  about  6  02.  of  blood  from  the  median  baHilic 
vein,  and  injected  40  oz.  of  saline  tluid  (pot.  bicarb,  and  huiI. 
ohloridi)  into  the  axillary  tiHsueN.  She  was  then  put  into  u 
hot  \Mok  and  a  doHe  of  oaloniel  and  jalap  was  given.  In  liNit 
than  an  hour  Hhu  had  a  fit.  We  then  gave  her  I  gr.  niotphi^i 
hyi)odp»*Miically.  In  three  h«)ur»  she  had  a  second  fit,  foUow.d 
by  anouier  in  twenty  minutes.  \  \  gr.  morphia  wiis  mdw 
given.  Her  pulse  was  118  and  weak.  There  war  no  recui- 
renoe  of  the  fits,  but  h\w  vomite<l  a  great  deal  of  a  dark  tliii<l, 
evidently  partly  digested  blood.  Nutrient  enemata  and  braiuly 
were  given.     She  was  very  comatose. 

Twelve  hours  after  admission  the  os  was  beginning  to  diliiti'. 
I  therefore  dilated  forcibly,  sufliciently  to  get  forceps  on,  mid 
as  the  child  was  dead,  we  (lerforated  the  head  to  lessen  it. 
The  cervix  was  souiewhat  torn,  but  there  was  no  hiBmorrhiiiif. 
What  little  blood  came  was  very  dark  in  colour,  as  it  usually  in 
in  eclampsia.  Thirty  ounces  of  saline  were  run  into  the  tissues 
of  the  abdominal  wall.  Only  2  or  3  o/,  of  urine  were  excivtcd 
in  the  twelve  hours,  and  it  was  very  blooily.  In  the  evening, 
eight  hours  later,  she  was  still  deeply  coniatase,  and  as  her 
pulse  was  much  weaker,  Jigitaliti  and  strychnine  were  given 
hypodermically  every  alternate  two  hours.  All  attempts  at 
moving  the  Ijowels  ijy  calomel  and  jalap  and  enemata  failid, 
with  an  exception  of  one  very  slight  motion.  H(»t  poultices 
were  applied  over  the  kidneys. 

Twenty-four  hours  after  delivery  she  was  still  deeply  coina- 
tose  ;  her  pulse  was  140  ,  breathing  very  bad.  The  cedeina 
had  lessened  very  much,  but  the  kidneys  were  not  actinji.  I 
again  injected  Oi.  saline  into  the  abdominal  wall,  and  the  ifsi- 
dent  opened  a  vein,  to  see  if  it  would  relieve  her,  but  as  it  luul 
no  effect  we  only  drew  4  oz.  of  blood.  We  kept  on  stimuhitiiii.' 
her,  but  she  died,  deeply  comatose,  six  hours  later,  forty-four 
honrs  after  admission. 

This  was  an  exceptionally  bad  case,  and  we  had  practically  uo 
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hope  of  her  from  the  first.  In  spite  of  %\\  our  efforts  wc>  coiild 
not  get  the  kidneys  to  act.  In  the  forty-four  hourn  she  wuh  in 
the  hospital  they  only  excreted  lU  o/,.  The  conditionH  found 
At  the  post-ntorteni  quite  accounted  for  her  death. 

The  poHt-niortem  examination  : — 

"  The  |)ericardiuin  contained  «»  oz.  of  dour  fluid,  the  pleural 
cavities  were  also  full  of  fluid.  In  l)oth  lun«H  there  wen-  aroiiH 
of  pneun)onic  consolidation  Hcatiered  throuKhuut,  the  lower 
lo>)eH  «8{)ecially. 

"  The  liver  showed  nothing  abnormal  to  the  naked  eye. 
The  spleen  was  slightly  enlarged. 

"  The  stomach  presented  an  hour-glass  contraction,  and 
contained  about  H  oz.  of  dark  Huid,  apparently  partly  digested 
blo<j<l.  She  had  been  vomiting  this  fluid  all  the  tim*-  she  was 
in  hospital.  The  fundus  of  the  stomach  was  intens  'ly  liyjwr- 
«mic.  and  this  condition  extended  almost  to  the  pyloric  end. 
Numerous  small  ulcors  apin-ared  along  the  lesser  curvature  at 
the  pyloric  end,  and  a  few  larger  ones  near  the  asophagus. 
Home  of  the  ulcers  had  a  flooring  of  dark  blood,  Imt  none  of 
them  had  red  margins, 

"  The  intestines  were  intensely  hyperieraic  in  patches, 
t'siwcially  the  duodenum  and  upper  part.  There  was  also 
11  patch  of  the  same  kind  in  the  rectum.  There  were  no 
ulcers. 

"  Tlie  kidneys  were  somewhat  hyi)erapmic,  but  showed  no 
ina-ked  disease. 

"  There  was  nothing  abnormal  in  the  brain. 

"  The  cervix  uteri  was  torn  bilatemily. 

"  The  condition  of  the  stomach  and  intestines  looked  exactly 
as  if  an  irritant  i)oison  had  been  administered." 

'  nHf  \  111. — Mrs.  II.,  i.-pjim,  a-t.  twenty-seven,  ^even  and 
ii  half  months  pregnant.  Admitted  11th  May.  Patient  had 
hill  two  fits  before  iidmissioii.  She  was  conscious  and 
gave  the  following  history:    Three   weeks  ago   she  had   had 


38" 


CLINICAL  OBSTETRICS. 


severe  headache  and  vomiting.  Eight  days  ago  swelling  of  the 
legs  and  feet  had  begun.  All  last  week  she  had  had  a  severe 
sore  throat.  She  had  not  noticed  any  rash.  There  was  evi- 
dence of  desquamation  on  t  o  forehead,  hands  and  feet,  and 
we  subsequently  learned  ^hat  two  -jsv  is  of  scarlet  fever  liad 
been  removed  from  the  M,-vr  she  livf .  in  a  few  days  before. 
She  had  had  the  fever  du  •'■!.'  "hii  Ihor  J. 

On  admission  she  was  somewhat  aazed,  with  dilated  pu])ils. 
There  was  oedema  of  legs  and  feet.  She  still  complained  of 
the  throat  lieing  sore.  It  was  red  and  injected,  and  the  toii^iue 
thickly  coated,  with  red  papillae  showing  through  the  coutinj;. 
She  was  not  in  labour.  The  fa3tal  heart  sounds  were  distinct. 
An  ounce  and  a  half  of  bloody  urine  were  withdrawn,  and  on 
iKjiling  it  became  solid. 

The  treatment  consisted  of  20  ox.  saline  injected  into  tlie 
right  mammary  region,  a  dose  of  calomel  and  jalap  and  an 
enema  which  cleared  the  bowels.  Milk  and  soda  and  impeiial 
drink  were  given  freely.  During  the  first  twenty-four  hours 
she  had  eight  motions,  and  the  amount  of  urine  could  not  be 
estimated.  She  was  sweating  freely.  The  albumin  was  much 
less.  Next  day  slie  passed  46  oz.,  and  the  next  73  oz.,;\n(l 
the  next  126  oz.  and  two  motions.  There  was  merely  a  truce 
of  albumin. 

On  16th  May  the  patient  was  removed  to  a  private  house, 
as  we  had  no  means  of  isolating  her. 

24th  M;!  y.  —  She  has  kept  very  well  since  leaving  the 
hospital.  The  bowels  have  l)een  kept  free  with  a  dose  of 
salts  each  morning.  Her  food  has  consisted  of  milk  diet. 
The  urine  has  not  been  measured,  but  she  has  been  passing; 
plenty  of  it.  On  testing  it  to-day,  I  found  there  was  a  con- 
siderable trace  of  albumin,  so  I  put  her  on  a  diuretic  of  acetate 
and  citrate  of  potash. 

'  •  29th  May. — Pains  began  on  the  afternoon  of  the  28th,  and 
labour  went  on  slowly.     At  il  a.m.  on  the  29th,  I  found  ihe 
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OS  about  the  size  of  a  llorin.  The  bowels  were  thoi-ouf^hly 
cleared  by  in  enema,  and  10  gr.  chloral  and  20  of  l)roniide 
f,'iven  every  two  hours.  Several  doses  of  this  were  yivcn 
after  delivery.  At  4  p.m.,  as  she  was  bt'-^irming  to  complain 
of  headache,  f  gave  her  CHCl.,,  dilated,  and  delivered  witb 
forceps  a  live  female  child  which  weighed  3;'.  lb.  There  was 
no  post-partum  hjemorrhage,  but  the  discharge  was  free.  There 
was  only  about  au  ounce  of  urine  in  the  bladder.  It  had  a 
considerable  amount  of  albumin  in  it. 

Dm-ing  the  first  eighteen  hours  after  delivery  only  12  oz.  of 
urine  were  excreted,  although  she  had  been  taking  large  doses 
of  citrate  and  acetate  of  potash,  by  the  nioutl  until  delivery. 
She  was  put  on  the  diuretic  again,  and  the  urine  soon  increased 
in  amount.  She  made  an  uninterrupted  recovery,  and  lier 
child  is  thriving. 

Case  IX. — Mrs.  McG.,  primipara,  *t.  twenty-three,  six 
months  pregnant.  Her  legs,  feet  and  face  had  been  swollen 
for  three  weeks.  She  had  been  having  tits  every  quarter  of  an 
hour  for  four  hours  before  admission,  and  was  quite  unconscious. 
She  had  three  fits  after  admission,  and  was  so  restless  that  we 
had  repeatedly  to  chloroform  her  to  keep  her  in  bed.  Chloral 
was  used  hypodermically,  10  gr.  every  hour  for  five  hours.  A 
pint  and  a  half  of  bicarbonate  of  potash  solution  was  used  first, 
and  six  hours  later  two  pints,  with  acetate  of  soda  in  place  of 
llie  bicarbonate  of  potash.  Labour  had  not  come  on,  so  I  de- 
hvered  by  incising  the  cervix.  There  was  very  little  bleeding. 
We  had  great  difliculty  in  getting  the  bowels  cleared.  Five 
uiinims  of  croton  oil  had  no  etfect,  although  followed  by  a  large 
enema  and  5  gr.  of  calomel.  They  were  ultimately  cleared  by 
a  very  large  dose  of  salts. 

The  urine  was  heavily  loaded  with  albumin,  and  contained 
miiuerous  tube  casts,  but  no  blood.  She  became  conscious 
about  twelve  hours  after  delivery,  but  twelve  hours  later  oedema 
Klottidis  set  in,  and  her  breathing  became  so  emimrrassed  ihat 
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tracheotomy  seemed  necessary,  but  fortunately  steaming  relieved 
her.  This  is  the  second  case  in  which  I  have  seen  this  coinj)li- 
cation.  Nearly  two  years  ago  I  lost  a  patient  from  it.  Its 
onset  was  so  sudden  that,  although  the  resident  opened  the 
trachea  as  soon  as  he  reached  the  patient,  it  was  too  late. 

The  kidneys  acted  after  the  injection,  but  the  diuresis  was 
not  so  marked  as  in  some  of  the  other  cases.  The  albumin 
rapidly  disappeared,  and  she  made  an  uninterrupted  recovery 
after  the  oedema  glottidis  subsided. 

Acetate  of  soda  was  used  in  the  second  injection.  I  in- 
tended using  it  alone,  but  unfortunately  had  none  at  hand  at 
first. 

Case  X. — Mrs.  T.,  aet.  twenty-three,  i.-para,  admitted  4th 
September  at  11  p.m.  This  patient  was  unconscious.  She  hud 
been  having  frequent  fits  since  the  morning.  SwelUng  of  her 
face  and  limbs  had  been  noticed  for  two  days.  She  was  stout 
and  well  nourished.  Her  face  was  much  swollen  and  livid ; 
her  pupils  dilated,  but  i-eacting  to  hght ;  her  pulse  rapid  and 
tense,  and  her  breathing  slightly  stertorous.  The  uterus  was 
in  a  state  of  tonic  c  ''on  ;  the  cervix  thinned,  and  the  os 

admitted  one  finger.  ine  was  highly  albuminous,  show- 

ing over  three-quarters  on  boiling. 

Treatment. — Hot  pack ;  saline  injection  of  fully  2  pints  isodiuin 
chloride  and  acetate  h  dr.  of  each  to  the  pint)  ;  10  gr.  chlornl 
hydrate  hypodermically,  repeated  twice  during  the  next  four 
hours  ;  large  doses  of  Epsom  salts  by  the  mouth  and  imperial 
drink.     The  bov^'els  moved  freely  during  the  night. 

5th  September. — Tv  "e  hours  after  admission  she  had  a 
general  convulsion.  Under  CHCly  I  easily  dilated  the  cervix 
and  delivered  by  forceps.  The  child  was  slightly  macerated. 
The  saline  injection  was  repeated  (2  pints).  She  was  passing,' 
urine  unconsciously,  and  the  bowels  were  moving  frequeuti\ . 

6th  September. — Twitching  of  the  face  was  followed  by  a 
general  convulsion  at  3  .\.M.     The  stupor  had  now  deepened 
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and  the  pupils  would  not  react.  The  pulse  was  still  very  tense. 
A  hot  pack  was  anplied  every  four  hours.  About  10  p.m.  the 
coraa  WHS  so  profound  I  determined  to  bleed  her,  and  we  with- 
(hew  fully  20  oz.  from  the  right  median  basilic  vein,  and  ran 
into  the  vein  20  oz.  of  normal  saline  solution.  Before  the 
operation  was  completed,  the  reflexes  had  returned,  and  the 
pupils  reacted  to  light.  The  albumin  in  the  urine  was  reduced 
to  one-fourth. 

7th  Septeml)er. — Unconscious,  but  not  df^ply  comatose; 
pupils  reacting;  pulse  softer;  urine  freely  passed  into  bed. 
Gave  her  calomel  and  jalap  and  a  saline  injection  of  one  pint 
(sodium  chloride  and  pot.  bicarb.  30  gr.  of  each).  Analysis 
of  urine  by  Dr.  Carstairs  Douglas  :  "  100  c.cm.  light  amber- 
coloured,  clear  urine  :  sp.  gr.  lOlH  :  sugar,  a  trace  ;  acetone 
absent ;  l)lood  absent  ;  bile  ul)sent  ;  albumin  barely  I  in  1000  ; 
urea  i'6  per  cent.,  fair  amount  ;  uric  acid  0071  per  cent,  up 
to  normal  ;  no  deposit  ". 

8th  September.  —  Slightly  conscious  ;  cedema  rapidly  dis- 
appearing. 

yth  September. — Increasing  signs  of  intelligence. 

10th  September. — About  2  a.m.  she  complained  of  pain  in 
tlu'  al)domen,  and  was  shghtly  sick.  The  pain  w.  relieved  by 
tomentations,  but  the  sickness  recurred  slightly.  Her  pulse 
liecarae  rapid  and  small.  By  10.30  a.m.  the  abdomen  was  very 
much  distended  and  tense,  and  she  was  profoundly  collapsed. 
She  was  freely  stimulated,  l)ut  died  about  fourteen  hours  from 
the  onset  of  the  pain. 

Twenty-four  hours  before  her  death  I  had  given  a  very 
liopeful  prognosis.  The  albumin  had  almost  disappeared,  and 
everything  pointed  to  her  speedy  recovery.  I  could  not  under- 
stand this  sudden  abdominal  complication.  She  had  absolutely 
no  indication  of  sepsis.  Her  temperature  had  never  been  raised. 
Fortunately  we  were  able  to  make  a  post-mortem  examination. 

The  abdomen  was  distended  with  a  bile-stained  fluid,  in  which 
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floated  masses  of  curdled  milk.  There  was  no  blood  in  tht 
fluid.  We  found  a  perforated  duodenal  ulcer  large  enough  lo 
admit  the  forefinger.  There  was  no  evidence  of  any  thicken- 
ing, or  any  attempt  at  adhesions  ;  it  was  as  clean  cut  as  if  it 
had  been  done  with  a  punch.  The  stomach  and  duodenum 
were  otherwise  quite  normal.  There  was  very  little  i^jritoneul 
injection.  The  heart,  hmgs  and  kidneys  were  normal.  Tlie 
uterus  was  normal,  and  well  involuted. 

The  ulcer  must  have  perforated  at  the  time  she  complained 
of  the  abdominal  pain.  We  had  nothing  to  indicate  what  hiid 
happened.  We  got  no  history  of  previous  pain  or  discomfort. 
It  is  a  wonder  that  the  strong  purgatives  administered  had  not 
caused  perforation  several  days  sooner. 

The  eclampsia  had  been  cured.  The  albumin  had  practically 
disappeared.  Although  the  patient  died,  I  think  the  case  can 
rightly  be  claimed  as  a  successful  one,  so  far  as  the  treatment  of 
the  eclamptic  condition  goes.  It  illustrates  bow  important  it 
is  to  obtain  a  post-mortem  examination  in  all  iatal  puerperal 
cases. 

Case  XL — Mrs.  McL.,  aet.  twenty-nine,  vii.-para,  about  full 
time  ;  admitted  28th  September,  at  8.45  i'.m. 

This  patient  has  had  symptoms  of  kidney  disease  for  two 
years.  She  had  dropsy  after  her  last  confinement.  She  luui 
been  having  frequent  convulsions  since  morning,  and  was  un- 
conscious, but  not  deeply  comatose.  Her  fpce  was  swollen  ; 
pupils  dilated,  but  reacting  ;  pulse  rapid,  full  and  tense.  Theiv 
were  signs  of  cardiac  hypertrophy.  The  lungs  were  clear.  Tlie 
small  amount  of  urine  obtained  by  catheter  was  very  dusky  and 
smoky,  and  became  almost  solid  on  boiling.  The  os  woulil 
admit  three  fingers,  and  the  cervix  was  soft. 

Treatment. — Epsom  salts  in  large  dose,  tr.  veratrum  viridis 
(10  min.)  hypodermically,  saUne  injection  of  2i  pints  (acetatr 
and  chloride  of  sodium,  1  dr.  of  each  to  the  pint),  hot  pack, 
delivei'v  liy  accouchement  forcp  by  bipolar  version. 
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As  the  child  was  alive,  I  pushed  the  head  thiou^'h,  by  supra- 
pubic pressure,  causini,'  a  deep  laceration  towards  the  left  side 
r.f  the  cervix.  The  Ijleedinj;  was  free,  and  we  allowed  it  to  ^^o 
on  for  some  time.      It  was  <uisily  controlled  hy  stitches. 

The  venitriim  viride  did  not  reduce  the  i)uLe  rate.  Diur.'sis 
.  I)e<,'an  within  two  hours,  and  the  Ix.wels  moved  freely. 

-mh  September.- The  patient  is  conscious,  but  drowsy, 
passin-  urine  freely.  Tbe  albumin  is  reduced  to  on.'  Iiaff. 
There  is  slijrht  hematuria.  Kpithelial  and  j-ranular  msN  are 
present. 

1st  October.  —Is  .piite  conscious.      Albumin  one  quarter. 

She  made  an  uninterrupted  recovery,  but  the  aUnunin  pei- 
sisted.     The  cervix  healed  throujrhout  by  first  intention. 

When  the  child  was  two  flays  old  "its  urine  contained  a 
considerable  amount  of  all)umin.  and  it  was  load<.d  with 
urates. 

Cn.si-  Xf/.^Mrn.  M..  u't.  thirty-ei^'ht,  ii.-para.  six  months 
laegnant;  admitted  2oth  September,  12.*  1  i>.m. 

It  is  sixteen  yeais  since  this  patient  iiad  a  child.  She  is  a 
second  wife,  and  curi(,usly  enough  hei-  predecessor  had  died  of 
eclampsia.  Swelling  (,f  tlu,'  fee  had  been  noticed  foi^  the  last 
two  months.  The  convulsions  n,id  come  on  twelve  hours  before 
admission,  and  she  ha<l  I  .  unconscious  from  the  first.  The 
Hts  liad  been  very  fr<-,|uent  and  severe-nine  within  th,'  last 
tlu'ee  hours. 

She  was  unconscious,  but  not  deeply  comatose.  The  pupils 
were  dilated  l)nt  reacting,  the  pulse  rapid  and  tense.  There 
was  considerable  general  ccdema.  She  had  a  convulsion  shorllv 
af^  V  admission,  while  l)eing  washed.  The  os  admitted  two 
♦ingers.      There  xvas  no  urine  in  the  bladder. 

Tn'ahnnit.—Kpaoni  salts  by  the  moutli.   10  miu.  tr.   v^^rat. 
vnidis  hypodermically,  saline  injection  2.1  pints  (acetate  and 
'•I'loride  of    sodium    1    dr.   of    each    to   the  pint),   hot  packs 
"crouchemnit  forrr.      J   ,iid  bipolar  version,  and,  as  the  foitUH 
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was  not  viable,  perforated  the  after-coining,'  head  throu«l»  the 
roof  of  the  mouth.  There  was  no  hleedin;;.  After  deUverv 
the  pupils  were  uiiequal  in  size,  l)Ut  reacting  to  li^ht.  Pulse 
was  much  softer  and  slower. 

Free  diuresis  set  in  within  a  few  liours.  Tlie  urine  wa^ 
pissed  unconsciously.  .V  catheter  specimen  i)ecame  almosi 
solid  on  boiling,'.  By  evening  she  was  i)e>;inninfi  to  he  conscious. 
Physical  examination  of  the  lun«s  showed  them  to  he  extremely 
(edematous,  especially  the  ri^'ht  one. 

2()th  Septiunber.  -Patient  conscious,  but  cerebration  slow. 
Pulse  ra|)id  and  tense,  breathing  hurried,  considerable  coujrb, 
urine  copious,  albumiti  one-fourth. 

27lh  iHei)tember.  -Pulse  still  rapid,  sli-^ht  dyspna;a,  Hiir 
r.'iles  all  over  ri-ht  lun-  and  lower  lobe  of  left,  urine  copiou. 
(ali>umin  one-eighth),  bowels  kept  open  l)y  salts,  patient  restless 
and  slightly  deUrious  at  niglit. 

2Sth  September.  -Flattening  of  percussion  note  all  over  lelr 
upper  lobe,  especially  at  back  of  chest. 

lOth  October.— The  pneumonia  has  now  sul)sided.  Il«i 
tenjperatm-e  was  never  very  high.  It  is  now  normal.  Theiv 
is  still  some  allnmiin  in  the  urine. 

Case  A'/y/.— Mrs.  K..  i.-l)ara,  iot.  twenty-eight  ;  full  time  : 
admitted  lith  October,  at  7  a.m.  This  patient  was  brought  m 
hospital  by  a  doctor,  who  had  failed  to  deliver  her  with  forceps, 
after  repeated  efforts.  She  bad  been  subject  to  swelling  .)f 
the  feet  and  legs  during  the  whole  pregnancy.  No  history  <.t 
headache  or  convulsions. 

On  admission,  pulse  fairly  good  ;  face  putly  ;  legs  an<l 
abdominal  wall  very  cedematous.  The  woman  was  quite 
conscious,  l)ut  drowsy  and  heavy.  The  true  conjugate  w.. 
estimated  at  not  more  than  2h  in.  About  9  .\.m.,  immediately 
after  a  vaginal  examination,  she  took  a  severe  general  con- 
vulsion. Chloroform  was  given  at  once,  and  craniotomy 
performed.     The  operation  was  a  difficult  one,  as  we  had  to 
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p.'ifomte  the   chest    and   remove   the  hin«s,  i,ef„n.  th.   IkxIv 
-...IH  be  delivered.     There  was  no  post-partu.n  ha.n.onha«e 

">■  '""«""''  '^"^^  ^vhat  blood  came  wan  verv  dark  in  .-olour 

I>u.,^^'    the    opfiratio.i   the    pulse    was   very  feeble   a.i.l  could 
scarcely  be  counted. 

Three  pints  of  saline  solution  (sodium  acotat,.  and  chloride 

I  di.  ul  each  to  the  pinti  were  injected  under  the  ri-ht  breast' 

and   she  was  put  int..  a   hot   pack   immediately  aft.-r  deliverv' 

Two  o,mcos  of   |.:,,som  salts  were  «iven  at   n..on,  and  half  an 

-nru,.  every  houi'  until  the  bowels  moved  at  H  p.m. 

There  was  no  urine  in  the  bladder  on  admission  \  f^w 
o.uices  were  ^^ot  by  catheter  four  hours  later.  Si.ice  then  sl„. 
h:.s  b..en  passm^'  a  very  lar^v  amout.t  of  urine.  The  first 
>pr.:-n,eu  contained  about  ...u-fourth  albumin  on  boiiin-  i 
"•^^•'-  "»  I'loo.!,  a  few  pus  corpuscles,  an.l  s„me  epithelial 
t'llx'  (tasts. 

I'>'l'  October.  ^Her  temperature  rose,  and  we  found  indi- 
'II ions  ol   pleurisy  and   pneumonia   in   the  l.-ft  lun-. 

ixih  October.-  -The  albumin  has  rapidiv  .lecreased  Tliere 
N  now  merely  a  trace,  an.l  she  is  pro^r,essi,i^r  favourablv.  Th.- 
"it'tus  is  involutin",'  well. 

■i'he  plem'a-i,neumonia  ,,uickly  resolved,  and  she  ,na.le  a 
i.'.>o<l   recovery. 

'•"-    -Y^-  ^^^''-  J^-  ■^^'-  f^venry-two.  i.-pura,  was  ad.nitted 
•'  hospital  sufterin^r  ,,on>  eela.npsia,  having  ha.l  Hve  Hts  in  four 
ho..rs  before  adn.ission,  and  one  just  after  adnussion.     She  was 
at  tull  tune  and  labom'  was  just  cmunencinjr.     The  conju..ite 
V'^.a   was   barely  :}  in.      The  child  was  alive  and   lav  witir  its 
head  very  tnuch  overlapping  the  sytnphysis.     The  patient  was 
'I   very  small,  anannic  woman,    with    badly  deformed    le-s    a 
'".-irked  lumbar  scoliosis,  with  the  convexitv  to  the  ri.-hf^and 
■'^   hadly  defor.ned  chest.       She    was    quite   comatose,^vith   a 
pulse    runnin.  at   130.     The   urine    became    nearlv   solid    on 
boilnitr 
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Two  pints  of  saline  soluiion  (acetate  and  chloride  of  h<j<liniiO 
were  transfused  under  her  ri^ht  hreast.  and  four  taldespoonslul 
of  inaR.  sulph.  introduced  into  her  stomach  through  u  tulie. 

With  an  ordinary  sized  jwlvis  the  condition  would  have  Ih-cii 
had  enouf^h.  To  deliver  her,  we  had  either  to  wait  until  the  os 
was  dilated  and  perforin  craniotomy,  or  dilate  it  artificially  with 
the  same  object,  or  else  deliver  her  by  Ciesarian  section  As 
the  child  was  quite  vigorous,  I  decided  to  do  the  latter,  and  tf> 
remove  the  uterus,  bhe  was  jwepareil  at  once,  and  1  operated, 
assisted  by  Dr.  (iibson,  within  two  hours  of  admission. 

I  opened  the  uterus  in  the  usual  way,  cutting  down  into  the 
placenta,  which  was  attached  to  the  anterior  wall,  The  child, 
a  male,  was  quite  vij^orous  and  of  full  si/.e,  7i  U).  in  wei-^ht. 
An  elastic  lif,'ature  was  passed  round  the  uterus  low  down  to 
control  the  hiemorrhaj^e  while  the  broad  ligaments  were  beinji 
tied  and  cut.  I  then  incised  the  peritoneum  of  the  uterus  and 
stripped  it  down,  and  amputated  throu<,'h  the  cervix.  The  uterine 
arteries  were  easily  secured  and  tied.  I  then  stitched  the  cer- 
vical stump  and  finally  united  the  peritoneum  over  it.  There 
was  very  little  blood  lost  during  the  operation.  A  (luart  ot 
normal  saline  solution  was  put  into  the  peritoneal  cavity,  and 
the  aMominal  wound  closed. 

The  patient  stocxl  the  operation  wonderfully  well  and  soon 
raUied,  but  her  pulse  ruiuiined  quick.  She  became  conscious 
in  about  twenty-four  hours.  The  albumin  quickly  disappeared 
from  the  urine,  and  for  six  days  she  did  well.  On  the  sixth 
day  I  examined  the  wound  and  found  it  healed.  There  was  no 
abdominal  distention,  and  everything,'  seemed  to  point  to  ii 
speedy  recovery,  imt  on  the  seventh  day  iier  breathinj,'  liecame 
rapid,  and  she  complained  'of  pain  in  her  chest,  and  there  was 
evidence  of  crdema  in  both  lungs,  and  some  dulness  in  the  right. 
There  was  no  alidominal  pain  or  distention.  Her  pulse  rose  to 
140,  and  the  temperature,  which  had  been  normal,  rose  to  101 
The  lung  condition  rapidly  grew  worse,  and,  in  spite  of  free 
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stiiiMiliitioii,  shf  Kijuhmlly  sunk  and  died  on  the  eJKhth  .lay. 
Wc  did  not  obtain  u  post-purtum  examination,  luit  thuu;  was 
no  ovideni-e  <>i  sepsis  in  the  case. 

The  ultimate  result  was  exceedingly  disappointing,   hut.  so 
tar  as  the  eclam|)8ia  was  concerned,  it  had  l»een  cured. 

(\i.se  AT.— Mrs.  M.,  x.-para,  a^t.  thirty-six,  was  admitted  to 
til.'  hospital  from  the  out-door  department,  on  account  of  jjost- 
partum   convulsions.     The   fits  had  conunence<l  shortly   after 
<lelivery,  and  had  lieen  lecurrin^'  v«'ry  rapidly.     The  friends  of 
the  patient  had  at  first  refused  to  allow  her  removal  to  hospital, 
so  the  out-door  resident  had  infused  2  jiints  (acetate  and  chloride 
of  sodium)  under  the  right  hr<'a9t.     She  was  shortly  afterwards 
Itrought  in.     She  was  unconscious,  and  the  urine  was  heavily 
loaded    with    albumin.       Four   ounces    of    mag.    sulph.   were 
intro<luced  into  the  stomach,  J5  oz.  of  blood  drawn  from  the 
m.dian    basilic   vein,   and    2  pints  of  saline  infused  into  the 
alKlominal  wall.     She  regained  consciousness  nine  hours  later, 
and  made  a  good  recovery,  except  that  an  abscess  formed  under 
her  right  breast  and  had  to  he  opened  on  the  tenth  day.     She 
wa.s  in  a  very  dirty  house,  and  it  was  imjxissilile  to  carry  out 
strict  aseptic  methods  in  giving  the  infusion.      She  had  no  fits 
aftei  admission. 

Ciis,'    XVI.— L.   H.,  single,  i.-para,   let.    iwenty-six,    about 
seven  and  a  half  months  pregnant. 

This  patient  was  admitted  with  a>dema  of  h'»t  and   legs  ; 
cyanosis,    but  no  audible  cardiac   murmur.  ,■   urine   was 

heavily  loaded  with  albumin,  and  there  were  -  hyaline  casts 
present.     She  was  freely  purged  and  put  (  diuretic.     On 

the  second  night  she  took  a  severe  fit.  As  her  pulse  was  full 
and  of  high  tension,  15  oz.  of  blood  were  drawn  from  the  right 
median  basilic  vein,  2  pints  saline  (acet.  and  chloride  of  sodium) 
infused,  and  5  oz.  mag.  sulph.  introduced  into  the  stomach. 
The  unconsciousness  soon  passed  off,  and  she  took  no  more 
^ts.     Next  day  labour  came  on,  and  she  was  delivered  of  a  dead 
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child.  The  fa>tiil  heart  had  ncvur  iwutx  audi  hie  during  reBideiicc 
She  had  no  more  Hts.  The  alhuinin  leHHened  in  amount,  but 
did  not  entirely  disappear,  and  the  caHtH  remained.  There  wan 
evidently  nephrititt  in  thin  caHe. 

Cme  XVII. — Mrs.  H.,  i.-para,  lel.  twenty-three,  full  time. 

ThiH  patient  had  enjoyed  ^ood  health  during  her  pregnancy, 
hut  during  the  last  few  days  her  feet,  legH  and  face  had  lieoom)' 
HV/oUen.  She  had  not  slept  well  for  se-eral  nightH.  When  I 
saw  her  first,  nome  hours  after  the  onset  of  lalK)ur,  she  was 
complaining  of  severe  headache.  There  was  marked  csdentaof 
the  face,  legs  and  feet,  and  the  urine  was  heavily  loaded  with 
hlood.  It  i>ecaine  almost  Holi<l  on  iMiiliDg.  .As  the  <»h  was 
dilated.  I  gave  her  chloroform  and  delivered  with  forceps.  Thr 
child  was  dead.  After  the  patient  came  out  of  the  anu'sthetic 
she  said  her  headache  was  relieved. 

She  was  given  u  large  dose  of  salts,  imperial  drink,  iimi 
chloral  and  bromide,  and  put  on  milk  diet.  Twelve  hours  after 
delivery  she  had  a  slight  tit,  and,  two  hours  later,  two  verx 
severe  ones  in  rapid  succession.  I  gave  lier  ciiloroform  and 
i'^fused  Vj  pints  of  saline  under  her  right  breast,  using  '-i  dr.  of 
acetate  of  soda  alone.  A  hot  pack  was  applied,  and  as  soon  as 
she  could  swallow  another  dose  of  salts  was  given.  Three 
hours  later  she  had  two  more  tits,  when  1  o  niiii.  tr.  verat.  viridis 
were  given,  and  10  min.  more  an  hour  later.  The  veratrinn 
had  no  apj)recial)le  effect  upon  the  pidse.  The  hot  pack  was 
repeated.  The  bowels  soon  Ixigan  to  move  freely.  Her  pulse 
was  very  weak,  so  free  stimulation  with  whisky  was  resorteil 
to.  In  the  evening  her  temperatiu'e  was  103  F.  She  was  e\- 
(treting  large  quantities  of  urine,  but  it  was  heavily  loaded  witli 
blood,  which  did  not  disappear  from  it  until  the  fourth  day,  and 
she  did  not  regain  full  consciuusnoss  until  then.  During  llii^ 
time  her  temperature  ranged  between  101 '  F.  and  103°  F.,  and 
after  that  it  fell  to  normal.  She  made  a  good  recovery,  and 
has  since  had  a  second  child.     I  examined  her  urine  frequently 
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throughout  th«.'  second  prej^nancy,  hut  never  found  u  Uwv  of 
iilhumin  in  it. 

(jOsc  XVIII. — h't'innrnt  Hclitmpnin. 

I  Haw  this  ctiHo  in  conHultation  with  Dr.  .litincM  .\(htni.  of 
Hftinilton,  to  whom  I  arn  indehted  for  the  followirj^j  noten : — 

Mrs.  F.  v.-para.  a5t.  thirty-eight,  pregnant  al)out  8ev(<nth 
month.  The  jMitient  had  not  felt  very  well  during  this  pieg- 
iiunoy.  The  fcetal  niovenients  had  grown  weaker  during  the 
Ust  few  days.  Two  days  iKjfore  Dr.  .Xdani  saw  her  sh<'  had 
taken  rather  a  long  walk  and  felt  ill  next  day.  Ijalnjur  came 
on  during  the  succeeding  night,  and  a  prenuiture  dead  female 
child  was  lM)rn  hefore  Dr.  .\dam  n  ched  the  house.  .\lH)ut 
four  and  a  half  hours  after  delivery  she  took  a  convulsion,  a 
second  one  in  an  hour  and  a  half,  and  a  third  out!  half  an  hour 
later.  There  was  marked  amaurosis  ;  sin;  could  perceive  light, 
hut  could  not  distinguish  ohjects  or  jwrsons.  She  had  severe 
headache,  and  a  feeling  of  faintness  and  sinking.  There  was  a 
tendency  to  diarrhoea,  pronounced  «edema  of  eyelids  and  face, 
and  the  urine  was  loaded  with  alliumiii.  A  hot  mustard  pack 
was  given  at  once,  then  the  patient  was  rubbed  dry  and  sur- 
rounded with  hot  bottles.  This  produced  free  perspiration. 
.\  saline  purge  was  given  and  a  l)roiiiide  niixtun;.  There  were 
no  more  fits.  The  amaurosis  disappeared  a  few  hours  after  the 
iits  ceased,  and  the  j)atient  made  a  gool  recovery.  There  was 
M»me  tiiionii)osis  of  the  left  sa})henous  vein.  The  albumin  had 
almost  disappeared  in  a  week,  and  was  quite  gone  in  a  month, 
lint  a  slight  tmce  was  again  found  a  couple  of  months  later. 

('due  A7A'.—  Second  attack. 

'file  patient  was  now  forty-three,  five  and  a  half  months  gone 
in  her  sixth  pregnancy,  .\fter  her  last  confinement  Dr.  Adam 
advised  her  to  take  much  more  fluid,  as  he  found  that  she  had 
lieen  taking  hardly  any  fluids  with  her  food.  When  she  l)ecame 
pregnant  this  time,  her  urine  was  examined  at  regular  intervals, 
and  found  free  from  albumin,  until  about  a  month  ago,  when  a 
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lm/(*  H|)|M'iiitHl  aiut  |HiiHiHt«xi,  ltecoiiiinj{  nlit^htl     iiiont  diHtiiu  i. 
but   n»«ver   morn  than  "  a  cloud."  on  Iwilinj^.       DuriiiK  tin. . 
nixhtH  she  had  Ikmmi  hreathlt-Hs.  and  thtm  who  had  u  convulHiun 
at  8  A.M.  vvhon  Dr.  Adam  hhw   her.     Mho  had  notictnl  KWi'lhn- 
of  the  fac«'  and  hnilw  that  inornin«  In-forc  the  tit.     There  \v»m. 
no  lalxMu-  |)ain».     The  fditul  movenujnth  had  been  weak  for  tli. 
IHeviouH  fortnight.     She  was  put  on  milk  and  harU-y   wal.i, 
and  niven  a  diuretic  mixture  and    1   o/.  of  ma«.  sulph.      Sh. 
t(H)k  thi-ee  more  Htn  within  twenty-four  hours.     Dr.  Adam  dc 
eided  to  induce  lalK)ur,  and  under  chloroform  irm\  to  dilate  the 
cervix  with  He^ar's  dilators,  hut  could  only  yet  it  diluted  sufli 
ciently  to  intrmluce  one  Hn^er.     There  was  extreme  rigidity  m 
the  internal  os. 

I  saw  the  pjitient  with  him  twelve  hours  later  She  hml 
had  a  fourth  fit,  a  very  severe  one,  about  four  hours  lieforr 
this,  and  several  hours  after  the  attempt  to  induce  lalxmr. 
After  her  fourth  Ht  she  was  j,'iven  i  a  pint  of  saline  solution 
subcutaneously  and  10  min.  tr.  verat.  viridis.  I  xave  her  -1 
pints  of  saline  (acet.  and  chloride  of  sod.)  into  the  alKlominul 
wall,  and  forcibly  dilateil  tlio  cervix  and  cleared  the  uterus 
The  foetus  was  alive.  T  e  cervix  was  oxceedinyly  rigid  and 
required  considerable  force  to  dilat 

The    patient    made   a   good   r  '.uvery,    l)ut  a   small   abscess 
formed  at  the  seat  of  puncture. 

The  following  is  Dr.  Carstairs  J^ouglas's  report  of  the  urine  : 
"Colour,    amber,    clear;    odour,    normal;    specific   gravitx, 
1022 ;  reaction,  distinctly  acid ;  deposit,  mucous  cloud ;  albii 
min,  present  but  not  abundant       OTfj  per  thousand  (Esbach) ; 
sugar,   blood,  bile,   pus,  acetone,  alisent ;    urea,    1'2  per  cent 
(rather  low) ;  microscope,  practically  negative." 

This  is  the  only  case  of  recurrent  eclampsia  I  have  ever 
seen.  The  small  amount  of  albumin  in  the  second  attack  is 
somewhat  remarkable.  I  imagine  it  to  be  a  case  of  chronit 
renal  mischief. 
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niMi'  vvaH  .U'livor.'d  |,y  sftidi'iitH  of  ii  lu'iilth\  diiM  mi 
tlH-  alltsrruKni  of  2()tli  August.  They  diil  not  tioticL-  .mythiiiy 
jiIhioiiihiI  ill  ht-r  condition.  Om-  hour  after  d.'livm  nlm  hud  li 
tit  litHtin^  one  iiiiniitt*.  und  JH-forc  slie 
lioM|iitiil  h\u'  hud  two  inor»'. 

At  livo  y.'iiiH  of  iiKc  she  lm*l  rtcailet  fover.  hut  h.-r  hmilth  hiid 
Im-.'ii  otherwise  n\collont.  During;  the  |ii-.'«iiancy  her  health 
wiiH  -.hmI.  At  the  sixth  month  there  uas  nlight  swelling  of 
the  feet.  The  day  hefore  delivery  she  complained  of  heiid- 
ache  atid  was  very  sick,  with  v<.mitin;,'.  She  had  no  loss  of 
vision. 

Condition  on  adiiiisHion  ;  She  seemed  <|uito  unconscious  and 
str^^,'^'led  violently,  and  resiste<l  any  one  who  tried  to  move  her. 
The  pupils  were  e«|ual  and  moderately  contracted.  There  wan 
no  swelliny  of  any  iwrt  of  the  hody.  I•:i^'hteen  ounces  of  urine 
were  taken  hy  catheter.  It  contained  a  small  amount  of 
alhuinin. 

Shortly  after  admission  she  had  a  general  epileptiform  seiz- 
11  r.,  with  rcjtation  of  the  head,  and  conjugate  deviation  of  the 
eyes  to  the  ri>,'ht.  Fits  recurred  at  intervals  up  to  3  a.m.,  and 
l-y  this  time  she  had  seventeen  in  all.  She  now  imssed  almost 
into  the  state  of  "  status  epilepticus."  so  that  chloroform  had 
lo  he  administered  for  ahout  one  hour,  after  which  the  tits 
cea>.ed, 

Tie,itmrnl.  -  On  admission  she  was  j,'iven  4  o/..  of  sulphate 
of  luagnesia  hy  the  stomach  tuhe,  and  a  saline  infusion  of  2 
pnits  (1  dr.  each  of  acetate  und  chloride  of  s(Hlium  to  tlie  pint> 
inl.>  the  alxlominal  wall.  The  latter  was  repeated  two  houi-s 
later.  A  hot  pack  was  applied  twice.  Sin-  was  j,'iveii  20  gr. 
<'l  chlond  and  40  ^r.  of  hromide  hy  the  stomach  tul>e.  This  was 
repeated  some  hours  later. 

2l8t  August. — She  has  had  no  more  tits  and  has  slept  very 
well,  hut  is  very  restless  and  only  semiconscious.     The  howeU 
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have  inovetl  ei^ht  times,  and  she  has  passed  urine  into  the  U-d 
freely. 

22nd  August. — She  is  still  unconscious  and  very  restless. 
Early  this  morning  she  became  wildly  excited,  and  could  only 
be  kept  in  bed  with  great  difficulty.  She  was  given  anothiT 
dose  of  sulphate  of  magnesia  and  20  gr.  of  chloral  and  40  gi'.  of 
bromide  l)y  the  stomach  tulie.  After  this  she  became  quiet  ant  I 
soon  fell  asleep.  Her  urine  is  dark  in  colour  and  with  a  veiy 
heavy  deposit  of  urates.  There  is  only  a  trace  of  albumin 
present. 

23rd  August. — She  was  not  nearly  so  restless,  and  appeared 
to  be  a  little  more  rational.  Face  slightly  jaundiced,  and  the 
urine  contains  a  trace  of  bile.     The  motions  are  clay  coloured. 

24th  August. — To-day  she  seemed  quite  right  and  answi-red 
questions,  but  was  drowsy  and  disinclined  to  talk.  She  asked 
to  see  her  baby  for  the  first  time.  The  jaundice  is  (juitc  dis- 
tinct, and  there  is  a  good  deal  of  bile  in  the  urine. 

26th  August. — She  continues  to  improve.  The  jaundi<('  is 
less.  The  urine  still  contains  bile  and  a  trace  of  albumin.  A 
few  casts  were  seen  in  the  deposit  to-day.  The  patient  cannni 
remember  anything  about  her  labour,  or  sul)sequent  to  it,  unlil 
she  became  conscious  on  the  :24th. 

30th  August. — There  is  now  no  albumin  in  the  urine,  uid 
only  the  faintest  trace  of  l)ile.     The  jaundice  has  disappeared. 

31st  .\ugiist. — The  patient  was  discharged  to-ilay  feeliim 
(juite  well. 

This  was  the  worst  case  of  post-partuni  eclampsia  I  lnue 
had  to  deal  with.  There  was  not  very  much  all)umin  in  tlie 
urine,  and  her  kidneys  were  evidently  acting  freely  cnougli,  a^ 
there  were  18  oz.  of  urine  in  the  bladder  within  three  bonis 
after  delivery.  Her  liver  was  evidently  involvied,  and  tint 
probably  accounts  for  the  severity  of  the  attack.  In  case  x\i., 
where  there  was  a  second  attack  of  coma,  there  was  nuich 
more  bile  in  the  urine,  but  she  did  not  show  so  nmch  jaunflice 
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superficially.  The  fatal  case,  from  which  the  coloured  plate 
was  taken,  did  not  show  much  jaundice  superficially,  hut  there 
was  too  little  time  for  it  to  manifest  itself  before  death. 

Case  XXI. — Mrs.  B.,  let.  twenty,  ii.-para,  sixth  month, 
admitted   12th  January,  at   11.45  p.m. 

For  two  days  previous  she  had  had  a  violent  headache  and 
some  sickness.  Convulsions  had  coirie  on  in  the  evening,  and 
she  had  had  six  fits  by  the  time  of  admission. 

Her  face  was  puffy,  but  there  was  no  marked  oedema.  She 
was  semicomatose.  A  catheter  specimen  of  her  urine  became 
(|uite  solid  on  boiling.     The  0=  ,  Imitted  one  finger. 

The  treatment  adopted  .  >^  .  large  dose  of  salts,  10  gr.  of 
chloral  hydrate  hypodermically,  2  pints  of  saline  infusion,  and 
a  hot  pack.  As  the  fits  continued,  I  cleared  the  uterus  by 
(ircoiu'liemcut  fora'.  The  hot  pack  and  chloral  weie  repeated. 
Free  diuresis  was  (|uickly  established,  and  the  bowels  acted 
well. 

The  fits  continued  until  the  evening  of  the  13th — that  is, 
for  about  twenty-four  houis.  She  had  in  all,  twenty-eight — 
ten  before  and  eighteen  after  delivery.  At  noon  on  the  13th  I 
^'ave  her  another  2  pints  of  the  infusion,  and  10  min.  tr. 
veratrum  viridis  hypodermically.  During  the  next  two  days 
she  was  very  stupid,  but  could  be  roused.  She  was  passing 
plenty  of  urine,  and  the  bowels  were  acting  fieely.  The  arm 
into  which  the  chloral  luul  been  injected  became  infiamed. 
Hoi,  boracic  applications  so(m  relieved  this.  By  the  i()th  slie 
was  quite  conscious.  The  albumin  iiad  almost  entirely  dis- 
iippeared. 

Karly  on  the  morning  of  the  17tli  she  l)ecame  deeply 
lomatose,  and  remained  so  the  whole  day.  Dr.  Oliphant  saw 
her  with  me  in  consultation,  and  we  practically  gave  up  hopes 
<if  saving  her.  About  10  p.m.  we  fed  her  with  meat  juice, 
lirandy  and  milk  through  a  tube,  gave  her  2  pints  of  infusion, 
and  10  min.   tr.  veratrum  viridis.      At  2  and  9  a.m.   on    the 
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18th  she  was  again  fed  through  the   tube.       The  coma  was 
now  lessening,  and  by  the  19th  her  mind  was  quite  clear. 

After  that  she  made  an  uninterrupted  recovery.  The  urine 
drawn  otf  during  the  coma  was  loaded  with  bile  pigment,  but 
there  was  very  little  albumin  in  it.  She  was  excreting  large 
•quantities  of  it.  I  can  offer  no  explanation  of  the  second 
attack  of  coma,  neither  can  I  account  for  the  large  amount  of 
bile  pigment  in  the  urine. 


CHAPTER  XXX. 

COMI'LEX  OK  COM  PLICATED   LAP.OURS  {(\mtn,„.,l). 

Mati'iual   Complications    |C'<';(/i««<W)— Malformations   of  tin-    Uterus— 
r.abour  in  a  Double  Uterus— Labour  in  a  Case  of  Uterus  Didclphvs. 

Maternal  Complications. 

Malformations  of  the  Uterus. — The  uterus  is  formed 
from  the  junction  and  blending  of  the  two  Miillerian  ducts. 
In  the  early  days  of  embryonal  life,  before  the  junction  and 
blending  of  the  ducts  have  occurred,  the  organ  is  a  double  one. 
If  the  junction  occurs,  but  the  two  ducts  do  not  blend,  or  if 
the  junction  does  not  occur  a.  Jl,  or  only  occurs  in  part,  an 
abnormal  uterus  is  the  result. 

Uterus  Didelphys. — The  two  ducts  have  remained  com- 
pletely separate.      There  will  be  a  double  vagina  also. 

Uterus  Bicornis  Duplex. — The  two  ducts  have  joined  but 
liave  not  blended.  They  lie  united  throughout  side  by  side, 
but  the  wall  of  junction  remains  instead  of  disappearing.  The 
vagina  may  be  double. 

Uterus  Bicornis  Unicollis. — The  tubes  have  united  and 
blended  at  the  cervix  but  are  separated  above.  The  vagina 
may  be  double. 

Uterus  Subseptus  or  Subpartitus. — The  two  tubes  have 
united,  but  the  blending  of  the  two  canals  is  not  complete. 

Uterus  Cordiformis.— The  ducts  have  united  and  blended, 
but  at  the  fundus  there  still  remains  a  depression,  indicating  the 
double  origin. 
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Uterus  Unicornis. — One  (iuct  alone  has  developfd  ami 
the  other  remains  rudimentary. 

In  some  cases  the  vaj^ina  alone  i  ay  he  douhle  while  ilic 
uterus  is  sinj,'le,  hut  a  douhle  vat^ina  is  usually  associated  with 
a  ilouhle  uterus. 

Each  half  of  a  douhle  uterus  has  its  own  ovary  and  Fallo- 
pian tuhe.  You  thus  have  two  uteri,  one  or  hoth  of  wliicli 
may  hocome  imprej^natod  at  the  same  time,  or  witliin  a  short 
time  of  each  other.  Tf  the  latter  liappens,  a  mature  uikI  a 
premature  fcjetus  may  he  horn  together,  oi'  two  mature  ont^ 
within  a  few  weeks  of  each  other.  This  I  believe  to  he  the 
true  explanation  of  the  condition  known  as  suprr/irliiiiiiii, 
which   has   heen   supptjsed   lo  occur   in   a   sin^de   uterus. 

rt  occ.isionally  ha])pens  that  one  horn  of  a  doid)le  uterus  is 
found  to  l)e  pregnant,  and  yet  no  cervical  canal  loadiii;,'  into  the 
pret,'nant  side  can  l)e  detected.  These  cases  have  heen  refeired 
to  in  connection  with  mi-sscil  lnhniti-.  A  migration  of  tlie  im- 
))regnated  ovmn  has  heen  given  as  an  explanation  of  the  tdii- 
dition.  That  this  can  occur  has  heen  shown  in  cases  of  tuiial 
gestation,  where  the  corpus  luteum  has  heen  found  in  the 
ovary  of  the  opposite  side  ;  i)Ui;  it  seems  to  me  that  a  iikut 
feasible  explanation  is,  that  there  has  l)een  a  narrow  ceivical 
canal  present  at  the  time  of  conception,  and  that  it  lias  siih- 
sequently  l)ecome  occluded.  That  occlusion  of  the  cervical 
canal  can  happen  in  an  ordinary  pregnancy  has  heen  iilmu- 
«lantly  proved,  and  1  should  think  it  would  he  much  more  likely 
to  occur  in  an  abnormal,  than  a  normal,  uterus.  When  a  woman 
with  a  double  uterus  menstruates,  both  sides  menstruate,  ami. 
if  one  side  is  closed,  the  menstrual  blood  of  that  side  can  not 
escape,  unless  it  does  so  tlirough  the  Fallopian  tube.  Of  coui.se, 
impregnation  may  occur  before  menstruation  iias  been  estab- 
lished, but  this  is  exceedingly  rare.  In  the  cases  of  pregnane} 
of  an  occluded  horn,  which  have  been  recorded,  there  has 
been  menstruation,  and  if  one  horn  had  menstruated  there  is 
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little  doubt  the  other  would  have  done  so,  and  in  that  jase  the 
ilJHcharge  must  have  found  an  exit  before  the  ovum  could  have 
liHCDine  en>,'rafted  on  the  nmcous  membrane.  I  therefore  think 
tliat  the  true  explanation  of  these  cases  is,  that  the  cervical 
ciinal  has  l)een  suHiciently  patent  to  allow  of  the  entrance 
of  tlie  sj)eiinatozoa,  and  that  occlusion  has  occurred  suh- 
sc(|uently. 

Labour  in  a  Double  Uterus. — If  both  sides  were  pre^'nant 
the  >anit'  ditliculty  mij^ht  occur  as  sometimes  arises  ip  twin 
cases,  rit.,  jockin-f,  or  l)oth  pivsentinj,'  jKirts  bciii;,'  siiuul- 
tiuieously  driven  into  tlie  l)riiii.  With  one  side  jnv^nani,  ohe 
iioM-pregnant  lialf,  which  is  sure  to  be  enliirj^'ed,  may  oi)stru  -.1. 
Til.'  contractions  ol  the  uterus  are  suie  to  be  feebler  than  in 
iiii  ..nlinary  case,  as  the  walls  tire  ill-devel(j))ed.  It  is  well 
thitt  this  is  the  case,  otherwise  rupture  would  i)e  very  apt 
to  occur.  Even  as  it  is.  it  may  occur.  Malpreseiitations  arc 
cohiiuoii,  and.  as  the  uterine  axis  does  n(jt  lie  in  the  axis  of 
the  lirim,  the  presenting  ))art  does  not  bear  jM-opeily  upon 
the  cervical  canal,  and  dilatation  will   be  slow. 

Interference  is  necessai-y  in  many  cases.  The  operation  to 
b  •  done  will,  of  course,  depend  upon  the  nature  of  the  case. 
If  delivery  by  the  natin-al  passages  is  impossible,  a  ("u«sariau 
section  sliould  be  done.  .\  Porro's  operation  or  an  extirpation 
iMiiy  be  necessary,  Ijut,  if  possible,  the  uterus  shoul.l  be  left 
with  the  tubes  tied  and  cut,  to  prevent  future  pregnancies. 

.-\fter  delivery  through  the  natural  passages,  severe  post- 
partum luemorrhage  may  occur,  if  the  placenta  has  been 
attached  to  the  septum,  or  the  septum  has  been  torn.  In 
such  a  case  firm  plugging  is  the  best  treatment. 

The  non-pregnant  horn  is  always  lined  with  decidua,  and  this 
should  be  cleared  out.  It  may  be  expelled,  but  one  cannot 
iitisi  to  liiis.      If  it  is  retained  sepsis  is  likely  to  occur. 

H  a  vaginal  septum  exists  and  is  torn  during  delivery,  it 
should  be  completely  removed,  and  the  cut  edges  of  the  mucous 
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raemhranu  Htitched  together  with  a  continuous  suture.  If  it 
is  not  damaged  it  should  be  left  alone. 

Labour  in  a  Case  of  Uterus  Didclphys.— Mrs.  \V..  at. 

twenty-seven,  i.-para,  came  under  my  ca'"';  in  her  own  hmwr 
on  2nd  November,  1900,  suffering  fiom  persistent  vomi'iui:. 
She  had  l)een  married  in  February,  11)00.  Menstruation  liml 
begim  at  the  age  of  fifteen,  and  her  periods  liad  i)een  regulnr 
and  painless,  lasting  eight  or  nine  days.  The  last  period  had 
ceased  on  2nd  Octol)er.  The  vomiting  which  had  been  goiii;; 
on  for  several  days  was  very  severe.  She  also  complaiiuil 
of  some  pain  in  the  pelvis,  but  there  was  no  vaginal  dischin^;c. 
On  examining  per  vaijinnm,  I  found  a  somewhat  elongatcil 
swelling  lying  obliquely  backwards  and  towards  the  right.  At 
first  I  thought  it  might  be  an  extra-uterine  gestation,  but 
I  could  not  make  out  any  other  body  to  represent  the 
uterus. 

My  conclusion  was  that  she  was  pregnant,  btit  that  the 
uterus  was  abnormal  .  position  and  shape.  The  examination, 
however,  was  very  unsatisfactory,  and  I  could  not  absolutely 
diagnose  the  condition.  She  was  given  bismuth  and  oxalate 
of  cerium,  which  relieved  the  sickness  for  a  few  days,  but  it 
returned  again  twelve  days  later.  She  was  then  kept  un 
peptonised  milk,  and  this  relieved  her.  On  2()th  November  I 
persuaded  her  to  go  into  the  Maternity  Hospital,  as  I  wa- 
anxious  to  examine  her  thoroughly  under  chloroform.  Two 
days  later.  Dr.  Gibson  and  I  examined  her.  We  found  an 
ordinary  sized  vagina  with  a  single  cervix,  but  a  bimanual 
examination  revealed  that  there  was  a  doul)le  uterus,  with  (Jiie 
side  enlarged  and  evidently  prej-nant.  The  enlarged  half  la\ 
somewhat  obliquely  towards  the  right  and  liack  of  the  pelvis, 
while  the  smaller  half  was  towards  the  left  and  front.  Tin* 
junction  of  the  two  parts  at  the  cervix  could  be  distinctly 
made  out.  It  was  somewhat  pu/zling  that  there  was  only 
one  OS  to  be  seen.      Wo,  of  course,  refrained  from  passin-;  a 
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houihI.     Our  diuKnosis  was  that  we    ha.l  a  ,l.,ul,l..  uterus   to 
deal  with,  and  that  the  rifrht  horn   was  preynunt. 

The  patient  was  treated  for  some  days  wi^h  rectal  fetvlinu 
and  the  sickness  ahated.      After  that  the  course  of  the  pre.'nan," 
was  luieventful,  except  that  she  had  occasioiuil  attacks  of  sick 
ness.      I  did  not  examine  her  ajrain  imtil  laho.n-  had  connnenccd 
on  2()th  July.     AlRlominal  palpation   reveale.l  that  the  uterine' 
tundus  lay  towards  the  left  side,  and  the  head  of  the  child  wis 
directed  somewhat  ohliquely  a-ainst  the  ri-ht  side  of  th.3  pelvis 
The  fundus  was  not  so  hroad  as  it  usually  is.     (Jn  passin.-  mv 
hn-er  mto  the  va-i„H,  j  fou„d  the  os  mlmitted  the  tip  of  the 
».n«er.     It  was  high  up.  and  the  ceryical  canal  passed  hack- 
wards  and  towards  the  right.     The  presenting  part  could  not 
be  reached,  hut  a  rounded  mass,  evidently  the  head    couM  he 
felt,  with  a  smooth  membrane  over  it.      On  making  a  second 
vaginal  examination.  m>    finger  passed  into  a  small   openin.^ 
which  gripped  it  tightly.      F  f.„.ught  at  Hrst  that  it  had  passed 
into  the  dilated  urethra,  hut  on  investigating  more  fully,  I  f„und 
that  my  finger  was  really  in  a  small  opening  in  the  hymen,  and 
that  I  had  discovered  a  second  vagina.      I  enlarged  "the  open- 
mg  and  then  reached  the  cervix.       The  os  was  not  dilated.       I 
had  the  patient  at  ouce  rerroved  to  the  Maternity  Hospital 
where  I  examined  her  under  chloroform.      A  careful  investi- 
gation reveale<l  that  the  half  of  the  uterus  connected  with  the 
patent  vagma  was  not  pregnant,   i>ut   was  line.l  with  a  thick 
decdua.  which  was  easily  removed.      When  the  finger  was  in 
tie  cavity  the  hmly  could  he  made  out,  lying  along  the  right  side 
<>   the  pregnant  half,  for  a  couple  of  inches  or  so  above  the  brim 
••   the  pelvis.      It  lay  like  a  large  limpet  attached  to  the  side  of 
t'>e  pregnant  half.     I  then  fully  ruptured  the  hymen  of  the 
second  vagina,  and  found  the  u.  would  .Jmit  the  tip  of  the 
hager.     The  head  was  easily  felt.      The  partition  between  the 
vag^n*  was  quite  thick  at  the  ostium,  but  thinner  at  the  upper 
Pait.     A  careful  examination  failed  to  reveal  even  the  minutest 
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c.m.nuniotttion  tetween  the  two  canaln.  Dr.  Gilwon  exttiniii.M 
her  with  me.  an.l  Dr.  Oliphaat  was  alno  present.  We  decided 
to  allow  tho  laljour  to  ^'o  on  in  the  usual  way. 

Our  former  diagnosis  liad  been  correct  so  far,  hut  we  ha.l 
thought  the  ri«ht  half  was  the  pregnant  one.     Considering  thui 
it  was  tho  side  which  coranmnicated  with  the  va^'ina,  through 
which  all  intercourse  had  occurred,  this  is  not  to  l)e  wonden.l 
at.     Even  it  we  had  discovered  the  other  vaj^ina,   we  would 
not  liave  been  likely  to  come  to  any  other  conclusion.     Th., 
reason  why  we  missed  tindiuK  the  second  va«ina  when  we  ex- 
amined, was  because  it  was  closed  by  the  hymen,  except  for  -., 
very  small  opening.     The  patent  half  was  quite  open,  and  th.. 
remains  of  the  hymen  very  apparent.      We  did  not  make  ms 
search  for  a  second  vagina,  as  we  did  not  wish  to  disturb  tl.- 
patient  any  more  than  was  absolutely  necessary.    The  abnormul 
position  of  the  pregnant  half  was  probably  due  to  its  falUii- 
towards  the  back  of  the  pelvis  from  its  own  weight.      Rotati.-n 
of  the  entire  uterus  had  apparently  occurred.     After  delivers 
we  found  there  was  a  tendency  to  the  recurrence  of  this. 

After  labour  had  gone  on  for  twenty-four  hours,  very  little 
dUatation  had  occurred.     The  contractions  were  fairly  strong, 
but  the  obliquity  of  the  uterus  prevented  the  presenting  part 
from  bearing  on  the  os.     The  largest  Barnes"  bag  was  inserted. 
and  in  two  hours'  time  the  os  was  well  dilated.     On  removing 
the  bag.  I  found  it  had  been  forced  through  the  upper  part  of 
the  vaginal  septum.     The  obliquity  of  the  uterus  had  caused 
this.     The  patient  was  delivered  with  forceps.     The  child,  u 
male,  was  aUve,  and  weighed  7i  lb.     The  lower  part  of  the 
septum  was  lacerated,  and  the  perineum  partially  torn.     The 
third  stage  of  labour  presented  no  difficulties.     Both  sides  of 
the  uterus  were  thoroughly  washed  out.     The  thick  deci.lua 
had  already  been  cleared  out  of  the  non-pregnant  half.     I  then 
removed  the  septum,  and   stitched  the   raw  surfaces   on  the 
anterior   and  posterior  walls  with  continuous  catgut  sutures, 
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uml  repaired  the  perineu.,..     The  pueqHiriu.n  wan  noin.al.  the 
tem|H.'raturo  nev»'r  riHiii^'. 

How  can  we  expluii,  th..  fact  that  th..  preK.mncv  occuned  in 
the  „tenne  half  connected  with  th..  unpenetiate.l  vaKit.a  •  In 
the  hist  phice.  (  ,nay  say.  I  an,  perfectly  sure  that  |KMietra- 
ti.,n  n..ver  occurred.  The  „peninK  ^mvh  a.hnitted  the  tip  of 
the  hn«er.  and  the  lact  that  the  hynien  tore  ,|uite  easily  showed 
that  It  was  not  a  resilient  .,ne,  which  nught  have  stretched 
before  a  penetrating  on,'an.  Tliat  penetration  ..f  the  vagina  is 
t".(  necessary  for  i,npre«nation  is  a  well-reco«nised  fact  I 
have  seen  several  cases  of  this.  ,uui  one.  where  the  hymen  was 
ir.tart  at  the  time  of  labour,  is  recorded  on  pay,.  2;j(»  The 
s|...r,nat„xoa  had  evidently  n.ad,.  their  way  up  fr.m,  the  vulva 
Migration  of  the  fertilise.1  ovum  mi«ht  have  occurred,  but  i 
thmk  the  former  explanation  the  more  probable  one. 

It   is  interesting  to  not<.  that  tl.e  n.m-pre-nant  iialf  of  the 
iitfiiih  did  not  menstruate. 

i''our  tnonths  afte.   delivery,  I    exan.ined  her  under  chloro- 
t"".i.     The  perineum  was  found  to  he  complete.     The  vaginal 
i"U.=ous  me.nbrane  was  smooth.   I,ut  it  was  possihle  to  trace 
uhere   the  septum   ha.l  existe.!,  especially  at  the  up,Kjr  part 
when,  the  remains  of  it  could  be  seen.      .A  l.imunual  examin- 
HttOM  reveale.1  that  there  was  apparently  only  one  external  os 
wh.eh  would  admit  the  tip  of  the  Hnger.     To  the  left,  the  body 
->t  the  horn  which  had  been  pregnant  coul.l  be  tracc.-d       It  lay 
fi»-  back  m  the  pelvis,  with  its  fundus  well  towards  the  left  side 
Ihe  nght  horn,  which  was  much  smaller,  lay  towards  the  right 
of  the  pelvis  also  backwards  and  outwards.      It  could  not  Ik3  so 
easdy  traced,  hut  the  junction  at  the  cervix  was  easily  made 
out.     The  speculum  revealed  that  in  appear-Mice  the  cervix  in 
•">  wa>-  differed  from  an  ordinar:y  aml^  s  one.     A  sound 

passed  mto  the  leM,  side  went  outwaru  .d  backwards  for  2-i 
'»•  1  had  somt  diificulty  in  passing  a  smaller  one  into  the 
nght  horn,      it  would  only  pass  for  about  2  in.     The  handles 
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of  tht>  Hounds  crossed.  The  septviin  between  thi-  two  cerviciil 
canals  had  Ihjcu  shghtly  destroyed,  giving  the  iippearancu  of  h 
single  OS  externum. 

We  have  thus  had  to  deal  with  ii  double  ulenis  (iittiu^ 
didelphys)  and  double  vagina.  The  va«inii  is  now.  of  coins... 
single. 

I  have  seen  two  other  cases  of  double  uteri.  Tht-  liist 
patient  had  a  badly  contracted  pelvis.  I  ilelivered  the  c-liiM 
by  craniotomy,  using  the  cond)ined  instrument.  To  removf 
the  placenta  1  had  to  pass  my  hand  into  the  uterus,  ami  I 
then  found  that  the  placenta  was  attached  up  in  the  left 
cornua  of  a  iitcnin  siibscptn-s.  The  ri','ht  horn  would  adtnit  a 
lH)rtion  of  the  hand.  The  fundus  was  very  broad.  l)Ut  not 
markedly  cleft.  In  the  centre  of  the  fundus  there  was  a  ver\ 
small  subperitoneal  fibroid.  The  partition  l)etween  the  \\\n 
sides  of  the  uterus  did  not  extend  down  very  far. 

The  patient  made  a  good  recovery,  and  if  she  should  ayaiii 

iMiCome  pregnant  I  am  in  hoiMjs  that  she  will  agree  to  havf 

Ctesarian  section  performed. 

The  second  case  was  also  one  of  a  iitenis  xubficptii.s.      Vhv 

breech  of  the  foetus  occupied  the  right  cornua,  and  the  placeiit;i 

lay  in  the  left  one.     This  was  easily  made  out  before  delivery. 

The  child  was  born  by  natural  efforts,  but  the  placenta  had  t'- 

be  removed  manuallv. 
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Mrtt.  nml  Complications  {(outi,,,,,;!)      Uupture  of  tl,,.  Vagiim -Ca-*r 
Kupturt'  of  the  Uterus— Fre-iiieiicy  of  (K-curr.-iice-Varii.tic*  -Causc- 
-How  to  num  with  tho  l-teriis-B.v  Suture -Dminftgo--|l,.|ii..v,il 
Cftnes— Spciiitancous  llupturt-  of  the  L'terus— Cus... 

Mateknai,  Oomit.icationh. 

Rupture  of  the  Vagina— In  the  majority  of  cases  of 
nipture  of  the  vagina,  there  is  rupture  of  the  uterus  as  well, 
and  the  tear  has  extended  from  the  cervix  into  the  vagina.  As 
a  matter  of  fact,  if  the  entire  cervix  is  involved  in  the  uterine 
tear,  there  is  sure  to  l)e  more  or  less  tearing  of  th.-  va«inal 
\ault. 

Riil)ture  of  the  vaj,'ina  alone  may,  hcnvt-v.-r,  happen  in 
obstructed  labours,  by  the  tension  on  the  vuKinal  wall  Ik- 
comin«  so  great  that  it  ^ives  way.  This  may  happen  in 
transverse  presentations,  or  in  cases  of  jMindulous  aWomen, 
esi^ecially  in  contracted  pelves.  It  may  also  be  ciused  by  the 
hand  in  delivering,  or  by  instruments  bein«  pushed  through 
the  fcjrnix  in  attempts  at  criminal  alwrtion.  Careless  use  of 
the  forceps  may  also  cause  it,  as  in  the  foIlowiuK  case  :^-- 

Mrs.  W..  v.-para,  a;t.  twenty-nine,  was  brought  into  hospital 
"i'«  night,  after  an  attempt  had  l)een  made  to  deliver  her  with 
forceps.  On  examining  her,  I  found  the  cervix  was  not  ,juite 
fully  dilated.  In  the  left  side  of  the  vagina  there  was  a  rent, 
extending  right  round  from  about  the  centre  behind  to  beyond 
the  transverse  diameter  of  the  pelvis  in  front.    The  hand  could 
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f»e  pawHwi  into  the  p«ritniiual  Ciivity.  The  tear  hiwJ  been  uuuHtwl 
by  the  U'At  bltt»l«  of  the  foroepn,  wluoh  harl  l)een  imHHed  throiiuh 
tho  left  Hide  of  the  posterior  fornix.  anA  then  swept  rouiui  into 
pwition  in  the  Hide  of  the  |)elviH  The  ri^ht  blwle  liml  liecn 
»«pplic(i  innide  the  cervix  idl  ri>^ht.  Attempts  at  extniction  hiul 
fortunntely  failed  ;  otherwiw  the  left  side  of  the  cervix  and  a 
{)orti<>n  of  the  lower  uterine  sej;iuent  would  have  been  torn 
out. 

The  patient's  uundition  was  fairly  >ioo*l.  As  considerable 
traction  wouUl  have  Injen  re(|uirod  to  deliver  the  child,  ami 
there  seenietl  little  uhance  of  ii«  surviving,  f  perforatetl  the 
hewl  and  delivered  with  forcep-  There  was  no  bleeilin;.' 
from  tlu!  toiii  I  then  cleansed  the  parts  very  thoroujjhl\ 
and  Hushed  out  the  jwlvic  cavil)  with  the  patient's  bxly 
raised,  and  jwnked  th<    wound  with   iodoform   ^au/e. 

The  patient  did  well  for  two  days,  and  then  i)eritonitis  set 
in,  and  she  die  1  on  the  third  day  after  delivery.  .\t  the  post- 
mortem cxammation  we  found  the  {wlvie  peritoneitm  was  not 
involved .  lint  in  the  upper  part  of  the  alxlomen,  especially  about 
the  liver,  there  was  abundant  evidence  of  acute  neritonitis.  I* 
I  liati  »|)ened  tlie  al)domen  and  carefully  cleansed  out  the  p  li- 
toueal  cavity,  1  think  she  Mii«,'li!  have  been  >,ived  There  \\;i- 
no  bowel  down  when  f  examineil  the  |)atient,  a  ni  f  was  iti 
hopes  that  deansiii','  the  pelvis  would  be  sutVicit-nt,  but  I  uH 
wards  learned  that  a  loop  of  intestine  had  been  down.  \'  i 
ever  see  another  similar  ease,  I  shall  op»n  the  a  i  lomeii  imi 
make  an  attempt  to  cleanse  the  |)eritoiieal  cavity. 

It  was  (liHicuU  to  ;^et  any  information  us  >  li  w  the  accident 
had  hapiMJiied,  but  I  learned  that  the  atten  Ian*  who  had  hinI 
no  experifMice  in  the  use  of  forceps,  liad  -iv-  a  the  patient  .i 
little  ehloroform,  ;>nd  then  tried  to  appt\  the  iiistrusnents.  Ttic 
woman  had  at  once  bef»un  to  struj^gle  violently,  and,  instead  ol 
giving  her  enough  chloroform  to  quieten  ner  he  had  got  three 
women  to  hold  her.      During  the  strugg!  ng    le  IvmI  evidentl'v 
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fcm-fil  the  l»la<l»'  thi-ou){h  tlu>  fornix.  When  Iii<  fuilod  to  (li'li\.!r. 
he  cjillitl  ill  anothiT  prttotitioner,  who  iliHooven-d  tin-  condition, 
and  M^nt  her  into  hospital. 

In  Hoinu  caH«'H  the  sniiill  int«'Htint>  prolapHOH  into  the  vivfiimi, 
Bnd  it  may  be  injumi  durin^^  d(«liv«'«v  by  trarin^^  or  bruisinu, 
or  the  omentum  inuy  Im;  torn,  thuK  interfering  with  the  blo<.d 
supply.  If  the  |Mitierit  survives,  douKhinn  of  thr  lM)\veI  In  apt 
to  occur,  and  a  fiecal  Hstula  form.  In  more  than  one  inHtaiicH 
the  prolapsed  Iwwel  has  \men  mistaken  for  the  cord,  anti  it  hns 
actually  Ikhmi  drawn  down  and  a  |Hirtion  cut  off. 

D'uvi'ionis  .)/  Hiintini'  0/  tin-  V,i,iiii(i.  —There  wdl  probably 
\>"  consideraltle  collapse  and  hiemorrhaj,'c.  Imt  t\wfi,  features 
may  not  l)e  marked.  .\  careful  examimition  will  reveal  the 
rent.     The  less  examiiuition  of  the  jnirts  the  liettci-. 

Piiifini'si-. — The  condition  is  a  «rave  (me,  but  much  more 
fiivourabii  han  when  the  uterus  is  ruptured.  If  aseptic  pre- 
cautions  have  k'en  taken,  and  there  is  un  injm-y  fn  the  Ik»\vpI, 
the  patient  s  chanee-^  are  j^ood. 

Tnnlmcnf.  -If  ti,,  child  is  not  already  delivered,  this  must 
l»i-  etlected,  in  order  to  prevent  further  tearin;,'.  in  whichever 
way  ptits  the  least  strain  upon  the  parts.  If  the  bowel  is  ilowu 
it  should  l)e  can  fully  cleansetl,  and  then  returned  into  the 
iilxlomen  alH)ve  the  br  in,  provided  it  has  not  been  tr,ni.  The 
parts  si i.>al(l  b- tliorou;;hl\  cleansed  after  d.-liveiy  and  the  rent 
plu^'fTcd  with  iodoform  u'ati/e.  If  ih.re  is  much  l.l.r<linti,  the 
torn  vessfls.  should  be  ti.  .1.  but  d  it  is  ^'eneral  oo/iii;,',  a  tirm 
|)hi;>  will  be  siitiicient  In  soiur  cases  stitches  miyht  In-  put 
ill.  hut  it  is  bettiT  to  t  ust  to  jthi;,'j,'in^',  as  this  insures  thorouiih 
draina<i<-  If  the  bladder  is  torn  an  atteiniit  shoiil  Im'  made 
to  elosf  it  with  sutui-es. 

If   tile   l;il)our    has  bet  liw-tpd    aseijr  callv      uui    thi-    !!•- 

tostines  have  not   her  u      i),.  little  risk 

of  the   iH-ritoneal  en  i.    b* .  hnve 

any  reason  to  supi    ...  ilie  abd.    uen      -dd 
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be  opened  at  once,  and  an  attempt  made;  to  cleanse  it  thoroiij^lily 
by  swabbinj^. 

When  the  bowel  has  been  torn  an  immediate  resection  nmy 
lie  done,  if  the  patient's  condition  will  warrant  this  ;  if  not, 
the  injured  portion  should  be  secured  in  the  wound  to  allow 
a  hstula  to  form.  If  the  patient  recovers,  a  siil)sequeni  opera- 
tion will  be  necessary  to  close  the  fistula. 

Rupture  of  the  Uterus. — Rupture  of  the  uterus  may  occur 
durinf4  prej^nancy  or  labour.  During  pre<,'nancy  it  may  be  the; 
result  of  an  accident,  as  a  crush,  or  it  may  occur  spontaneousU . 
In  the  latter  case  the  uterine  wall  may  be  diseased,  or  the  seal 
of  the  scar  of  a  former  rupture  or  Ca;sarian  section.  During' 
labour,  the  rupture  may  occur  spontaneously,  without  any  ob- 
struction to  delivery,  but  in  most  cases  it  arises  in  obstructed 
deliveries,  either  from  uterine  action  or  injudicious  attempts 
at  delivery.  The  use  of  erj^ot  in  the  second  stage  of  labour 
was  formerly  a  not  infrequent  cause  of  rupture.  Some  mid- 
wives  are  still  in  the  habit  of  using  it,  to  the  great  risk  of 
their  patients.  To  judge  from  the  frequency  with  whicl  older 
hospital  patients  ask  for  "  labour  tea,"  its  use  must  have  been 
very  common  at  one  time  among  the  poorer  classes. 

Fre^imtHcif  of  Oeriirreiicc.' -The  average  of  occurrence  is 
about  1  in  4,000  cases  of  labour.  In  10,179  indoor  cases  'n 
the  Glasgow  Maternity  Hospital  it  occurred  thirteen  times, 
an  average  of  1  in  783,  l)Ut  of  course  it  must  be  borne  in  mind 
that  the  great  majority  of  these  cases  were  admitted  from  the 
outdoor  department,  or  were  sent  in  by  private  practitioners 
after  the  accident  had  occurred.  In  41,111  outdoor  cases  it 
is  said  to  have  occurred  only  twice,  or  once  in  20,000  labours, 
but  this  only  means  that  these  two  cases  were  not  transfeired 
to  the  hospital,  probably  because  they  died  before  they  could 
be  removed.  Taking  the  indoor  and  outdoor  cases  together, 
«'»>.,  51,290,  and  the  15  cases  of  rupture,  it  gives  1  in  3,420. 
which  is  very  near  the  average. 
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Multipara'    are    iiiucli    more    prone    to    thi-    accident    than 
priiniparu'. 

Seat  of  liiipliirr. — In  obstructed  labours  tlie  lowti'  uterine 
sejfujent  is  the  usual  seat  ot  rupture.      It  may  l»e  either  trans- 
verse or   vertical  or   a   combination    of   the    two.       Il    usually 
extends  downwards,  tlirou^'h  the  cervix  into  th(;  vagina,  or  more 
rarely  upwards,  into  the  body  of  the  uterus.     The  lower  uterine 
se>,'nient  is  prone  to  rupture  in  obstructed  labours,  l)ecause  it  is 
the  part  of  the  uterus  which  thins  out.     The  main  portion  of 
the  uterus  actually  thickens  by  retraction  as  lalmur  <,'oes  on, 
and  becomes  strengthened,  as  it   were,  at  the  expense   of  the 
iowei-  part.     Primary  rupture  of  tlie  body  or  fundus,   when  it 
does  occur,  is  usually  due  to  disease  of  the  uterine  wall,  or  to 
the  presence  of  a  scar  of  a  former  rupture  or  Ctesarian  section. 
In   such   cases   the  rupture  may  occur  duiing  pregnancy,  or 
dnring  an  ordinary  labour  without  any  obstruction.       These 
cases  are  dealt  with  under  the  head  of  spontaneous  lupture. 
Vmictics. — (1)  Complete,  where  the  tear  involves  the  entire 
uterine  wall  right  through  into  the  peritoneal  cavity.      (2)    In- 
cornplete.  where   the   mucous  antl    muscular  layers  alone  are 
involved  ;    where  the  peritoneal  layer  alone  gives   way  :   and 
lastly,  where  the  {)eritoneal  and  muscular  layers  are  torn,  l)ut  the 
mucous  one  remains  iiUact.     This  latter  variety  is  exceedingly 
lare. 

'''/rt.sc.v.  -  The  usual  cause  is  excessive  thinning  of  the  lower 
uterine  segment.  This  may  be  due  to  obstruction  from  a 
c(>i\tracted  i)elvis,  a  tumour  blocking  the  passage,  a  transverse 
l»resentation,  hydrocephalus  or  some  othei-  abnonnality  of  the 
Itetus.  obliquity  of  the  uterus,  a  rigid  ceivix.  or  impaction  of 
the  anterior  lip  of  the  cervix.  In  some  cases,  compression  of 
the  uterine  wall  between  the  head  and  the  promontory,  or  an 
exo,st08is  of  the  brim,  will  cause  it.  Malignant  disease  of  the 
uterine  wall,  or  the  scar  of  a  former  rupture  or  Cajsarian  section, 
will  predispose  to  it,  and  in  some  cases  fatty  degeneration  of  the 
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inuscle  fibres,  and  especially  a  def^eneration  of,  or  a  want  of 
development  of,  elastic  tissue  in  the  wall.  The  adniinistratioii 
of  ergot  in  the  second  stage  of  labour  has  already  been  inj'ri- 
tioned  as  a  cause,  but  perhaps  the  most  frequent  cause  is 
an  injudicious  attempt  to  deliver  by  version  in  impacted  trans- 
verse cases,  or  after  failure  with  forceps  in  vertex  or  face  cases  . 
or  by  dragging  through  an  undiminished  after-coming  hydro- 
cephalic head,  or  an  ordinary  sized  head  through  a  rigid 
partially  dilated  cervix,  either  with  forceps  oi-  by  traction  on  tin- 
body. 

SymptDins. ^Vfhere  it  occurs  from  uterine  action,  the  p.tiiis 
usually  become  stronger  and  stronger,  and  at  shorter  intoiva!-., 
until  they  are  almost  continuous,  and  then  they  suddenly  coiisc 
and  the  patient  collapses.  She  may  exclaim  that  somethiiiu 
has  given  way.  If  you  were  to  examine  the  aMomen  befot- 
the  rupture  had  (xjcurretl,  you  would  find  the  uterus  very  hiii.t 
and  a  sulcus  running  across  the  abdomen,  usuallv  somewfuK 
obliquely,  somewhere  between  the  top  of  the  symphysis  pubs 
and  the  uml)ilicus.  The  part  of  the  uterus  below  this  auiiM 
feel  tense  an  I  thin,  and  be  tender  to  the  touch.  If  you  wr.- 
to  watch  the  case,  you  would  find  this  sulcus  rise  higher  in.l 
higher.  This  is  Bandl's  ring,  and  1  need  hardly  say  noboilv 
would  be  justified  in  watching  to  see  it  rise  liigher  and  high')- 
in  the  aWomen.  The  appe:uance  of  Bandl's  ring  is  a  daim'i 
signal  which  should  never  be  disregarded.  A  distended  l)l:i(iii.  r 
gives  very  much  the  same  appearance  to  the  eye  as  Bandl- 
ring,  but  to  the  touch  the  conditions  are  very  different,  as  in  ni.' 
former  condition  you  feel  a  fairly  thick,  somewhat  Huid,  mi^^ 
below  it,  while  in  the  latter  tliere  appears  to  l)e  very  litd- 
between  your  hand  and  tli  ■  part  of  the  child  whicli  is  at  t!i  ■ 
brim. 

.\s  soon  as  the  pains  cease  there  will  i)e  more  or  I*  ss 
haemorrhage  from  the  vagina,  and  the  patient's  pv.lse  will 
show  profound  collapse,  much  more  marked  than  the  annmnl 
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of  hiemorrhaf?e  would  indicate.  If  you  now  examine  fu>r 
vuifinam  you  will  find  that  the  presentinjr  part  has  receded, 
or  can  easily  be  puslied  back.  If  the  child  has  escaped 
par'.ially  or  wholly  into  the  peritoneal  cavity,  you  may  be  able 
to  palpate  two  tumours  through  the  abdominal  wall.  If  only 
a  partial  rupture  has  occurred,  palpation  may  not  reveal  much, 
l)ut  if  the  blood  hae  escaped  round  the  lower  uterine  segment, 
under  the  loose  peritoneum,  towards  the  fiont,  there  will  be  a 
change  in  the  sulcus,  making  it  much  more  apparent  in  parts. 

In  complete  rupture  the  placenta  may  escape  into  the 
peritoneal  cavity  along  with  the  foetus,  but  in  some  cases  it 
escapes  into  the  vagina.  In  very  rare  instances  apart  from 
placenta  praevia,  the  placenta  is  born  before  the  child,  b"t  when 
it  does  come  first,  unless  the  case  be  one  of  placenta  )nevia, 
you  should  always  sus{)ect  rupture  of  the  uterus. 

In  cases  where  rupture  occurs  during  an  attempt  at  delivery 
there  is  the  same  profound  shock  and  hii>mon-hage,  and  the 
practitioner,  if  he  has  his  wits  about  him.  ought  to  be  able 
to  recognise  at  once  what  has  occurred. 

Diairm.sis. — The  stoppage  of  the  pams,  the  collapse,  the 
lutmorrhage,  and  the  recession  of  the  presenting  part  plainly 
mdicate  what  has  occurred.  Concealed  accidental  hteinorrhage 
IS  the  only  condition  wliich  will  give  rise  to  such  profound 
shock.  It,  of  course,  does  not  (jccur  during  the  second  stage 
of  labour,  and  t'ne  distention  of  the  uterus  and  continuous 
pain  in  the  abtlomen  should  at  once  enable  you  to  d:^*in^aish 
Ix'tween  the  two. 

If  the  rupture  is  complete  and  the  child  luis  escaped  into 
ihi'  i^eritoneal  cavity,  palpation  will  reveal  two  tumours,  and 
you  will  be  able  to  make  out  the  fostal  parts  with  distinctness. 
The  presenting  pait  may  or  may  not  have  enti>\;ly  receded. 
It  It  is  incomplete  the  presenting  part  will  not  have  completely 
leceded,  and  aWominal  palpation  will  reveal  that  the  child 
IS  still  in  the  uterus,  although   the    effused  bloo<l  may  have 
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soinevvhut  ch-iiij^ed  the  shape  dI  the  uterus.  The  parts  of  tlic 
<;hild  will  not  l)e  very  easily  made  out,  and  there  will  not  lio 
two  tumours  in  the  iil)doraen. 

Pro'innsi.s.  -The  ccmdition  is  ;•  veiy  serious  one,  especiiilly 
when  the  rupture  is  complete.  The  pjitient  may  die  of  huimor- 
rhage  and  shock  in  a  very  few  minutes,  or  later  from  septio 
peritonitis. 

Treatment. — Prophylactic  treatment  is  of  the  utmost  im- 
portance heie.  Proper  treatment  in  obstructed  labours  will 
enable  you  to  prevent  rupture  in  the  great  majority  of  cases, 
while  improper  treatment  will  merely  precipitate  matters. 
When  speaking  of  the  various  forms  of  ol)structed  labour, 
I   have  dealt  with  this,  and  shall  merely  recapitulate  here. 

In  an  obstructed  labour,  if  the  uterus  is  in  a  tonic  state  of 
contraction  and  Bandl's  ring  is  apparent,  immediate  (leliven/  is 
iil)Solutely  necessary.  Chloroform  should  be  administered  ui 
once  to  lessen  the  strain  on  the  uterus.  Put  the  patient 
deeply  under.  If  the  head  is  presenting,  and  the  child  alive, 
and  delivery  by  forceps  possible,  apply  the  instruments  at  once. 
If  you  fail  do  not  persevere  very  long,  but  perforate  the  head 
and  deliver.  If  the  child  is  dead  do  this  at  once.  Under  no 
consideration  attempt  to  do  version.  If  the  pelvis  is  badly 
contracted  do  a  Cjesarian  section  as  quickly  as  possible,  re- 
moving the  uterus  if  there  is  any  risk  of  its  having  been 
infected.  In  a  l)reech  case  deliver  by  traction,  and  if  the 
after-coming  head  is  hydrocephalic  oi-  too  large  to  come  througli 
easily,  perforate  it.  To  get  the  iKxiy  of  the  child  down  it  may 
be  necessary  to  perforate  the  abdomen.  In  impacted  sliouldei 
ca.ses  do  not  attempt  to  turn,  but  either  decapitate  or  eviscerate 
and  cut  the  spine  across.  At  the  risk  of  being  considered 
tedious  I  once  more  repeat  that  if  you  fail  to  deliver  with 
forceps.  I.e..  if  the  instruments  hold  well,  never  attempt  to 
turn.  Most  of  the  cases  of  rupture  Ijrough*;  to  us  in  the 
hospital  have  been  caused  in  this  way. 
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111  delivering  a  case  where  rupture  is  threatened,  the  luotht-r 
iilone  must  be  considered,  and  the  method  adopted  which  will 
cause  the  least  risk  to  h»'r,  no  matter  if  it  means  sacriticiny  the 
child.  If  you  can  save  botli  that  is  a  triumph.  I>ut  you  must 
not  expose  the  mother  to  any  extra  risk,  in  the  interest  of  the 
child. 

To  prevent  rupture  from  the  cervix  upwards  into  the  hoily 
i)f  the  uterus,  either  durin<i  delivery  l)y  forceps  or  during;  the 
passaf^e  of  an  after-coming  iiead,  always  make  sure  that  the  os 
is  sulliciently  dilated  to  allow  the  head  to  pass  without  tearing. 
Never  hurry  delivery  where  tliere  is  any  risk  of  tearing;  of  t)ie 
cervix. 

When  the  rui)ture  has  occurred,  we  have  to  extract  the  child 
and  placenta,  and  then  deal  w  ith  the  uterus.  The  method  to 
l)e  adopted  will  depend  upon  the  circumstances  of  the  case. 
The  child  and  placenta  may  be  delivered  throuj^h  the  va^'ina 
or  through  an  abdominal  incision.  In  an  incomplete  rupture, 
if  delivery  can  possibly  be  etiected  through  the  vagina,  it  should 
i)e  done,  but,  of  course,  if  there  is  much  obstruction,  as  from  a 
contraction  of  the  pelvis  or  a  tumour,  the  abdominal  ro-  te  must 
be  chosen.  If  the  head  presents,  perforate  it ;  if  the  shouldeis, 
decapitate  or  eviscerate  and  sever  the  spine ;  and  if  it  be  t!ie 
l)reech,  pull  it  down  with  a  blunt  hook  and  perforate  the  abdo- 
men and  after-coming  head  if  required.  The  child  will  be  dead, 
so  you  need  have  no  hesitation  in  mutilating  it.  When  the 
child  is  delivered  follow  up  the  coid,  and  extract  the  placenta 
.ind  any  clots  that  may  be  in  the  uterus. 

In  a  case  of  complete  rupture,  if  the  child  has  only  been 
partly  expelled  into  the  abdominal  cavity,  and  the  presenting 
part  is  within  reach,  and  there  is  not  mucli  obstruction,  it  may 
1)6  delivered  through  the  vagina  in  the  same  way.  If  it  has 
completely  receded  into  the  alKlominal  cavity,  it  will  be  nmch 
lietter  to  open  the  abdomen  at  once  and  deliver  as  in  a  (!iesarian 
sectioti. 
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In  incoiiipiete  rupture,  when  the  peritoneal  layer  is  iiuac^t, 
thoroughly  wash  out  the  uterus  and  rent,  using  sterilised  wuf.  r 
or  an  antiseptic  lotion.  When  the  parts  are  as  aseptic  as  thev 
can  be  made,  plug  the  rent  and  uterus  with  iodoform  gau/c. 
The  plug  may  be  left  in  for  forty-eight  hours,  but  not  lnn^,'("i. 
It  should  then  l)e  removed,  the  parts  douched  and  a  fresh 
plug  inserted. 

When  the  peritoneal  layer  alone,  or  it  and  the  muscular  lii>.  i- 
are  involved,  there  will  be  profuse  internal  luemorrhage,  and 
this  can  only  be  dealt  with  by  ojKjning  the  aWomen  and  eithci 
stitching  or  removing  the  uterus,  as  in  a  complete  rupture. 

In  a  complete  rupture,  if  the  child  has  been  extracted  tlirouj,-!' 
the  vagina,  the  question  comes  to  be  whether  the  alxlonicM 
should  be  opened.  If  there  has  not  been  nmch  bleetling  and 
the  peritoneal  cavity  is  not  infected,  washing  out  with  sterilLswl 
water  and  then  plugging  with  iodoform  gauze,  so  as  to  prevent 
the  bowels  prolapsing  and  to  ensure  good  drainage,  will  probably 
give  the  best  results.  On  the  other  hand,  if  the  abdoniimil 
cavity  contains  a  large  amount  of  clot  and  the  bleeding  is  con- 
tinuing, abdominal  section  should  be  done  at  once.  In  such  ii 
case,  and  in  those  in  which  abdominal  section  has  been  done 
previous  to  delivery,  how  should  the  uterus  be  dealt  with  ? 

1.  By  Suture. — If  the  tear  is  clean  cut  and  in  a  position 
which  can  easily  be  reached,  suturing  may  be  done,  but  in 
most  cases  it  is  out  of  the  question.  The  sutures  sliould  l^ 
put  in,  the  same  as  in  Caesarian  section,  deep  and  superficial. 
The  superficial  sutures  must  be  put  in  with  great  care,  so  as  to 
bring  the  peritoneal  edges  well  together  to  prevent  any  dis- 
charge from  the  wound  getting  into  the  peritoneal  cavity. 
While  suturing,  the  patient  may  l)e  placed  in  the  Trondolon- 
burg  position,  as  this  will  give  a  clearer  view  of  the  parts. 

2.  By  DrahuKje. — If  suturing  is  impracticable,  the  wound 
may  be  treated  by  drainage,  by  means  of  a  large  rubber  tube  or 
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u  rttrij)  of  iodoform  j^auze — the  Iiittor  preferably.  The  end  should 
Iki  pjwued  down  into  the  vuj^inii,  l)ut  in  some  cases  it  may  he 
Uator  t(}  hrin-,'  it  out  at  tlie  lower  end  of  the  alHlominal  incision. 
The  gauze  may  he  left  in  for  a  week,  if  the  parts  remain  sweet. 
Wherever  it  is  possible,  drainage  should  be  employed,  as  it 
•,'ivos  the  best  results. 

■i.  liermn'al  of  the  I 'tern  s. — In  some  cases  you  may  have 
to  do  this,  as,  for  Instance,  when  the  rent  is  at  the  fundus  or 
is  vtM  V  extensive.  An  ordinary  I'orro's  operation  may  bo  ilone, 
fasteiiinj,'  the  stump  of  the  cervix  in  the  lower  ed-^o  of  the  wound, 
or  the  stump  of  the  cervix  may  b;,'  covered  with  peritoneum  and 
left  in  the  pelvic  Hoor,  or  you  may  do  a  complete  extirpation. 

Ill  all  cases,  when  the  abdomen  is  opened,  the  peritoneal 
cavity  should  be  cleansed  ot  all  clot  and  dObris,  if  the  patient's 
condition  will  allow  of  it,  but  if  she  is  very  much  collapsed,  and 
there  has  l)een  no  interference  to  cause  septic  infection,  too 
much  time  should  not  be  spent  over  the  peritoneal  toilet. 
Blood  clot,  vernix  caseosa,  or  licjuor  amnii  will  do  no  harm  pro- 
vided they  are  aseptic.  A  lar^'e  saline  infusion  should  lie 
^'iven,  and  if  the  peritoneal  cavity  is  closed  a  cjuart  or  more  of 
normal  salim  solution  may  lie  left  iti  it.  Free  stimulation  will 
be  required.  The  subsetjuent  treatment  will  be  the  same  as  after 
any  al)dominal  section. 

If  the  uterus  is  left,  the  (juestion  of  sterilising  the  patient  is 
a  very  important  one  to  consider.  In  most  cases  I  think  the 
tubes  should  be  tied  and  cut  to  prevent  future  pregnancies, 
because  rupture  woul"  !>e  '  ery  liable  to  recur  if  she  should 
a^ain  become  pregnar.t  If  a  woman  has  once  come  safely 
through  such  an  ordeal,  she  should  be  saved  from  the  risks  of 
facing  it  again. 

(Jasii  J.~IncotHplete  Itaptarr  Caused  hi/  an  Attempt  to  Turn  in 
o,  Mentu-posterior  Cane,  afier  Failure  with  Forceps. —The  patient 
<lied  undelivered  a  few  minutes  after  she  reached  the  hospital. 
(For  details  see  page  312  and  fig.  7,  page  203.  > 
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C(Me  //.—Mrs.  D.,  viii.-pum,  tet.  thirty-eiKht.  HUtorv  ,i| 
former  lalK)urH :  First  and  setond  children  wen'  Iwirn  to  ;t 
former  husband,  and  the  nature  of  the  lahours  is  unknown 
The  third  and  fourth  were  instrumental,  children  alive  ;  liltli. 
born  on  the  floor  without  assistance :  sixth,  instniinciuai, 
still- l)orn  ;  seventh,  htemorrhaye  and  miscarriage;  eighth,  tli.- 
present. 

The  patient  had  been  in  labour  two  and  a  half  days.  Sh,. 
was  sent  in  by  a  medical  man,  with  the  history  of  huMnonliai;.' ; 
attempted  delivery  by  forceps  and  then  turninj,'. 

On  admission  she  was  collapsed  looking,  lips  pale,  pulv 
feeble.  There  was  very  little  external  hajmorrlnii^e  ;  the  coul 
was  prolapsed  and  pulseless.  On  palpating  the  alMlomen  twn 
masses  couM  be  felt  with  a  distinct  groove  between. 

I  saw  her  shortly  after  admission,  and  had  her  put  uii.lt  r 
chloroform  at  once.  I  found  the  diagonal  conjugate  measiiivd 
four  inches.  There  was  a  leg  in  the  vagina,  and  the  otlieifoot 
was  at  the  brim,  and  the  placenta  lay  lo(jse  alongside  ot  it. 
On  removing  the  placenta  a  large  tear  was  found  in  the  left  sidt- 
of  the  utejiis,  extending  through  the  cervix  and  upper  part  of 
the  vagina.  The  child's  body  was  in  the  i)eritoneal  cavitv .  and 
the  body  of  the  uterus  was  lying  to  the  right  side,  well  mii- 
tracted.  The  breech  was  lu-ought  down  and  the  body  delivered. 
T  then  perforated  the  after-coming  head  and  got  it  away  easils. 
The  child  weighed  7^,  lb. 

There  was  no  bleeding.     The  patient  was  freely  stimulated. 

])r.  Cameron  saw  her  with  me,  and  we  decided  to  reniovt 
the  uieruii.  The  rent  was  so  extensive  that  plugging  seeiiifd 
out  of  the  question,  and,  besides,  we  were  perfectly  sure  that 
Jio  pioper  precautions  had  been  taken  to  render  the  parts 
aseptic  during  the  prolonged  manipulations  she  had  been  sui'- 
jected  to  liefore  she  was  brought  to  hospital.  In  the  aMomeii 
we  found  a  large  quantity  of  l)lood  clot.  The  laceration  extended 
up  ()bli(iueh ,  tlie  serous  surface  i)eing  torn  almost  to  the  levt  1 
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of  the  left  Fallopian  tube.  Clamps  were  put  on  tho  broad 
ligaments  and  the  uterus  amputated.  The  broad  ligaments 
were  then  tied  and  the  cervix  extirpated.  The  floor  of 
Douglass  pouch  was  then  stitched  across  by  interrupted 
sutures,  but  it  could  not  be  completely  closed.  The  abdomen 
was  cleansed  and  closed  in  the  usual  way. 

In  spite  of  free  stimulation  the  patient  never  rallied,  but  died 
eleven  hours  after  the  operation. 

In  l)oth  of  these  cases  the  rupture  was  caused  by  attempts 
at  version  after  failure  with  forceps. 

Ca^e  III.~The  following  case  occurred  in  the  hospital,  but 
not  in  my  bands  : — 

The  patient  was  an  unmarried  primipara,  mt.  twenty-eight. 
the  subject  of  an  in-egularly  contracted  pelvis  with  ankylosis 
of  the  left  hip  joint  froni  old-standing  disease.  She  was  sup- 
posed to  l,e  entering  on  her  ninth  month  of  pregnancy.  Lalxjui- 
was  induced  by  using  first  sponge  tents,  a  bougie,  and  after- 
wards  Barnes-  bags.  When  the  largest  bag  had  been  expelled 
the  membranes  ruptured.  The  03  was  fully  dilated  manually, 
und  axis-traction  forceps  were  applied.  As  the  head  did  not 
enter  the  i)rim,  Cameron's  antero-posterior  forceps  were 
substituted.  The  head  was  then  delivered,  but  found  to  be 
crushed.  The  uterus  contracted  well,  and  the  placenta  came 
away  after  some  time.  There  was  no  bleeding,  but  the  patient 
looked  somewhat  collapsed.  A  hot  douche  of  carbolic  (1  in 
120)  was  given.  As  the  fluid  did  not  return  the  nozzle  was 
withdrawn,  as  it  had  evidently  passed  into  the  peritoneal  cavity. 
The  fluid  immediately  drained  away,  but  the  patient  collapsed 
and  died  in  a  few  minutes. 

At  the  post-mortem  examination  a  small  (juantity  of  sanguin- 
eous fluid  was  found  in  the  abdominal  cavity,  Imt  no  blood, 
and  the  uterus  was  found  to  have  a  transverse  rent  in  the  lower 
part  of  the  posterior  wall,  just  opposite  the  promontorv,  about 
■2  in.,  in  length  (tig.  26).     The  head   had   crushed  the  uterus 
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a^ainHt  t\w  piotnontorv  arid  cuuHed  thiH.     The  tme  conju^utc 
muasurud  2}  in. 

It  is  difficult  to  undorHland  why  the  injection  of  the  warm 
fluid  into  the  al)dominal  cavity  cauHeil  Huoh  a  sudden  collapse. 
It  was  so  sudden  that  the  carl)olic  could  not  liave  caused  it. 


Fio.  ^6. — Rupture  of  the  posterior  wall  of  the   uterus  from  pressure 

of  the  promontory. 

Spontaneous  Rupture. — I  have  never  seen  a  case  of  tliis 
during  pregnancy,  but  the  following  one  occurred  durinfj  m 
ordinary  unobstinicted  labour  : — 

Case  IV. — Mrs.  C.  aet.  thirty-two,  vii.-para,  was  admitted  to 


COMPLEX  OR  COMPLICATED  LABOURS. 


4t9 


Pig.  27. -Spontaneous  rupture  of  the  uterus. 
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the  Mattii-nity  HuHpital  from  the  uutdoor  department  un  aooount 
of  slight  anti-partum  bleeding.  On  admiHsian  at  11  a.m.  the 
discharge  had  ceased,  The  <>m  admitted  two  Angers.  The  head 
presenteti  \n  the  Hrnt  p<3Hition.  Hhe  waH  having  regular  painn 
and  tht>  pultte  was  good.  There  wan  no  ovordistention  of  the 
uterus.     The  resident  plugged  the  vagina. 

I  aaw  the  patient  at  12.30  p.m.  and  removed  the  vaginal  plug. 
There  was  no  Idet^ding,  and  the  us  had  now  dilated  to  about  the 
size  of  a  crown-piece.  The  membrauus  were  intact,  but  there 
wore  no  forewaters.  The  pains  were  increasing  in  strength, 
Careful  palpation  of  the  uterus  showed  that  there  was  no  in- 
ternal hiemorrhago.  She  complained  of  some  {Mm  low  down 
and  to  the  left,  Imt  tothing  abnonaal  oould  be  felt  there.  Ah 
laboiu-  was  apparently  going  oit  naturally  I  advised  leaving 
delivery  to  nature. 

About  2  P.M.,  shortly  after  1  hud  left  ihe  hospital,  she  had  ii 
violent  pain,  and  screamed  out  that  something  had  given  way. 
She  had  three  of  these  pains  in  quick  succession  and  then 
collapsed  completely.  The  resident  examined  her  at  once  and 
found  the  os  fully  dilated  and  the  head  partly  in  the  pelvis. 
The  vaginal  portion  of  the  cervix  was  then  intact.  She  was 
given  a  slight  whiff  of  chloroform  and  delivery  effected  with 
forceps.  A  large  amount  of  clot  and  the  placenta  were  at 
once  removed.  A  large  tear  was  felt  extending  right  up  the 
left  side  of  the  uterus  from  the  cervix  to  fundus.  The  uterus 
and  rent  were  plugged,  and  a  saline  infusion  and  stimulants 
given  ;  but  the  patient  died  in  a  few  minutes,  just  as  I  reached 
the  hospital. 

The  uterus  was  afterwards  removed  through  the  vagina.  The 
tear  extended  almost  to  the  fundus  on  the  left  side  (see  figure 
27).  The  vaginal  portion  of  the  cervix  had  evidently  given 
way  during  the  delivery,  as  the  resident  was  sure  it  was  intact 
when  he  applied  the  forceps.  One  would  expect  this  to  happen. 
To  the  naked  eye  the  muscular  fibres  appeared  pale,  but  the 


COMPLEX  OH  COMPl.lCAThn  lAHOlRS. 


M> 


Uterine  w»I|  wm  of  norn»l  thickness.    A  piww  wh>,  removed  and 
hardened  in  perohloride  of  mercury  solution. 
The  foUowinj?  is  Dr.  A.  R.  Ferguson'8  report  :— 


"RUPTUHK    OK    Gk.\VID    CtKUI  ,  ;    HlHTOUKil.  U,    Kx .MINA- 
TION    AND    HePOHT. 

"  (The  tisHiic  wuH  flxeti  in  Htttiirated  nohition  of  |)orchlori«le 
of  mercury,  attd  piecen  of  alwut  I  cm.  in  dianu'tcr  w«r«  ttftwr- 
wards  embedded  in  parafiin  und  Hecti(»n«l.) 

"  A  certain  amount  of  htomorrhage  \h  evident  at  and  near 
the  ruptured  edge  of  the  tiswe— rer?  blood  corpiiscI<.H  l)ein« 
observed  lying  in  the  interstitial  tissue  for  a  .oiiHid.iable 
distance  remote  from  the  ruptured  edge. 

"There  is  distinct  evidence  of  degeneration  of  the  muscle- 
fibres  in  the  vicinity  of  the  seat  of  rupture.  Many  are  swollen 
and  hyaline  in  appearance,  miclear  staining  in  these  Iwing 
practically  absent.  Muscle-fibres  of  these  characters  are  found 
in  the  uterine  tissue  at  a  considerable  distance  from  actual  seat 
■  Mipture. 

The  muscle-fibres  at  the  actual  seat  of  rupture  are,  for  the 
'"  -'  part,  atrophied  and  shrunken,  and  in  many  places  exhibit 
t^-r^vnrse   or   irregular   fractures   <.f    the    muscle    sulistance 
Nvi  umr  staining  in   the  fibres  is  absent. 

"The  blood-vessels  of  the  uterine  wall  appear  healthy, 
tbough  the  peri-vasciilar  lymph-spaces  are.  in  most  cases, 
occupied   by  red-blood  corpuscles. 

"  Some  of  the  sections  are  specially  treated  to  demonstrate; 
the  elastic  tissue  constituents  of  the  connective  tissue,  ft  is 
observed  that  elastic  tissue  fibres  are  relatively  scanty  near  the 
ruptured  edge.  In  this  situation  they  also  stain  more  feebly 
than  elsewhere.  Many  are  broken  up,  and  present  slight 
irregularities  of  contour.  No  decided  swellings  or  nodes  in  the 
course  of  any  of  these  fibres  can,  however,  be  detected." 


422 


CLINICAL  OBSTETRICS. 


The  etiology  of  spontaneous  rupture  of  the  uterus  is  some- 
what obscure.  In  the  Centralblatt  fHv  Gynaekvlutjic  for  Feh- 
ruary,  1898,  Dr.  Michael  Poroschin  published  a  most  interesting,' 
p'iper  on  this  subject,  founded  on  a  case  of  incomplete  ruptuic 
of  the  posterior  uterine  wall,  caused  by  a  fall  on  the  Iwick  two 
days  before  lal>our  had  set  in.  The  patient,  xi.-para,  was 
forty-five  ye.rs  old.  When  admitted  the  os  was  lieginnin^  to 
dilate  aud  everything  seemed  normal,  l)ut  when  the  contractions 
became  stronger,  she  complained  of  pain  in  the  ai)domen,  and 
l)ecame  collapsed.  The  uterus  was  found  to  have  increased  in 
size,  and  there  was  some  bloody  discharge  from  the  vagina. 
Concealed  accidental  haemorrhage  was  diagnosed.  The  mein- 
bmnes  were  ruptured,  and  a  large  amount  of  liquor  amnii 
evacuated.  Delivery  was  effected  liy  expression,  and  the  uterus 
emptied  of  the  placenta  and  clots  by  Crede's  method.  The 
uterus  soon  contracted  and  stopped  the  hmmorrhage,  but  the 
patient  died  two  and  a  half  hours  later.  The  post-mortem 
examination  revealed  a  rather  deep  and  long  irregular  teai'  of 
the  posterior  uterine  wall,  extending  through  the  muscular 
tissue,  but  not  involving  the  peritoneum.  He  considered  that 
there  had  first  been  a  slight  rupture  caused  by  the  fall,  and, 
as  no  large  vessels  had  been  involved,  the  l)leeding  had  not 
lieen  great ;  but,  as  soon  as  the  uterine  contractions  had  become 
strong,  the  tearing  had  increased,  and  the  hiemorrhage  became 
80  great  as  to  entirely  separate  the  placenta,  and  distend  the 
uterus.  In  my  case  it  is  quite  possible  that  a  slight  incomplete 
rupture  hid  occiuTed  before  the  patient  was  admitted.  This 
would  account  for  the  haemorrhage.  I  am  led  to  think  this 
likely,  from  the  patient  having  complained  of  some  pain  low 
down  and  to  the  left  of  the  uterus,  irrespective  of  the  uterine 
contractions.  .\s  careful  palpation  did  not  reveal  anythiiij^ 
abnormal,  I  did  not  attach  any  importance  to  her  complaint. 
We  got  no  history  of  any  injury,  but  she  may  have  overstrained 
herself  in  getting  out  of  one  of  thosA  high  beds  so  common  in 
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working-men's   hnusfs.       The  l)lee<iin«  hafi  coiiip  itii   i,lu)rll\ 
after  she  had  risen. 

In  Poroschin's  case  the  uterus  showed  no  special  chanties  to 
the  naked  eye.  Microscopic  examination  showed  the  muscle 
fibres  cloudy,  slightly  outlined,  with  pale  coloured  nuclei.  In 
the  deeper  layers  of  the  torn  muscle  there  was  iniiltration  of 
blood,  but  neither  the  muscle  fibres  nor  the  red  corpuscles  were 
changed.  On  examining  the  elastic  tissue  he  found  it  almost 
entirely  wanting.  Elastic  fil)res  were  only  to  be  seen  in  the 
walls  of  the  vessels,  and  there  they  looked  rathei-  angular, 
tiodulous,  and  sometimes  granuhii-.  The  fibres  were  solid, 
without  offshoots,  and  did  not  unite  with  one  another.  The 
clastic  tissue  of  neighl)Ouring  vessels  did  not  intermingle,  and 
no  offshoots  passed  into  the  neighbouring  tissue.  From  this 
lie  concluded  that  the  rupture  was  due  to  the  want  of  elastic 
tis.sue. 

In  the  Joanuil  of  Obatetrk's  and  GipuecoUxjij  of  the  British 
Empire  for  February.  1902,  Milne-Murray  has  described  an 
interesting  case,  where  complete  rupture  occurred  at  the  very 
l)eginning  of  labour.  He  amputated  the  uterus  and  saved  the 
patient.  In  18()G,  Professor  Simpson  reported  an  almost 
identical  case.  In  Milne-Murray's  case  the  uterus  presented 
no  abnormality  to  the  naked  eye,  and  under  the  microscope 
the  structure  seemed  perfectly  normal,  with  no  suggestion  of 
fatty  degeneration  of  the  fibres.  In  Simpson's  case  there  was 
marked  fatty  degeneration.  In  neither  report  is  there  any 
mention  of  the  elastic  tissue,  and  presumably  no  special 
staining  was  used  to  demonstrate  its  condition. 

My  case  differs  somewhat  from  Dr.  Poroschin's,  in  that  the 
muscle-fibres  were  degenerated,  while  the  elastic  elements 
were  present,  but  scanty  and  degenerated.  I  think  there  can 
be  no  doubt  that  the  degeneration  of  the  muscular  fibres  and 
elastic  elements  accounts  for  the  rupture  happening,  without 
any  e.\tra  strain  having  been  thrown  upon  the  uterus. 


4*4 


CLINICAL  OBSTETRICS. 


Treatment. — As  spontaneous  rupture  occurs  without  any 
warning,  prophylactic  treatment  cannot  be  adopted.  After  the 
rupture  has  occurred,  the  same  treatment  should  be  adopted 
as  in  rapture  in  obstructed  cases.  Removal  of  the  uterus 
would  probably  be  called  for,  and  Milne-Murray's  success  would 
encourage  one  to  try  it.  even  in  badly  collapsed  cases.  In  a 
case  occurring,  as  Murray's  and  Simpson's  did,  at  the  beginniiij,' 
of  labour,  the  aWomen  should  be  opened  as  quickly  as  possihlo 
so  as  to  be  able  to  control  the  bleeding  before  the  patient  has 
become  collapsed. 


CHAPTER  XXXII. 


MISSED  LABOUR. 

Case— Retention  in   Iteru  of  a  Dead  Foetus— Case— Habitual   Death  of 
the  Fffltus  in  the  Later  Months  of  Pregnancy— Cases. 

Playfair,  in  his  Midwifery,  says  :  "  The  term  nmsed  labour  is 
applied  to  an  exceedingly  rare  class  of  cases,  in  which,  at  full 
period  of  pregnancy,  labour  has  either  not  come  on  at  all,  or, 
having  commenced,  the  pains  have  subsequently  passed  off, 
and  the  foetus  is  retained  in  utero  for  a  considerable  length  of 
time.  Under  such  circumstances  it  has  usually  happened  that 
the  membranes  have  ruptured  at  or  about  the  proper  time,  and 
the  access  of  air  to  the  foetus  in  ulcro  has  lieen  followed  by 
decomposition." 

The  causes  of  missed  labour  usually  given  are  "  abnormal 
absence  of  uterine  irritability  or  of  that  residing  in  the  reflex 
nervous  centres,  obstructed  labour,  and  unusual  close  adhesions 
of  the  placenta  "  (Lusk). 

The  retention  of  a  dead  foetus  in  utero  up  to  term  is  not  very 
uncommon,  especially  in  twin  pregnancies.  I  have  already 
refeiTed  to  several  such  cases,  but  the  same  condition  may  arise 
m  a  single  pregnancy.  Missed  abortions  have  already  been 
dealt  with,  and  I  shall  shortly  relate  a  case  where,  after  a 
missed  miscarriage,  the  patient  retained  the  foetus  until  full 
time. 

A  good  many  cases  of  so-called  missed  labour  have  l)een 
recorded,  in  some  of  which  the  foetus  had  teen  retained  in  utero 
for  many  years.     In  the  famous  case  of  Dr.  Cheston  the  period 
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of  retention  was  stated  to  have  been  fifty-two  years.  I  ii^rrf 
with  Bland'Sutton  that  this  was  really  a  retained  extra-uterine 
gestation,  and  not  a  true  case  of  missed  labour.  The  late  l)i. 
Angus  Macdonald  removed  one  horn  of  a  bicornate  uterus 
containing  a  foetus  which  had  l)een  retained  for  a  yeai-.  He 
maintained  that  all  cases  of  missed  lalx}ur  were  really  instances 
of  conception  in  one  horn  of  a  liicornate  uterus,  where  there 
was  an  obstruction  to  tho  passage  of  the  child,  either  from  the 
oanal  of  the  cervix  l)eing  too  narrow  or  occluded.  Othei-  similai 
cases  have  been  recorded. 

There  is  no  doubt  that  some  of  the  recorded  cases  of  missed 
labour  have  really  been  pregnancies  in  one  horn  of  a  l)icornate 
uterus,  or  extra-uterine  pregnancies,  but  some  of  them  have  cei  - 
tainly  been  instances  of  retention  of  the  foetus  in  the  utemie 
cavity. 

Diagnosis. — The  fact  that  there  is  a  foetus  in  the  uterus  is 
easily  ascertained,  but  the  difficult  point  to  decide  is  whether 
or  not  the  woman  has  really  gone  beyond  full  time.  If,  at  the 
expected  time,  the  labour  begins  with  the  rupture  of  the  inem- 
branes  and  then  all  contractions  cease  for  weeks,  one  can  Ik 
pretty  sure  of  one's  diagnosis. 

Prognosis. — If  the  membranes  have  ruptured,  the  letauieil 
foetus  is  sure  to  become  septic,  and  the  woman  will  run  a  very 
serious  risk,  but  so  long  as  the  foetus  is  non-septic  she  will  run 
very  little  risk  from  its  retention.  The  fu-'tus  may  macerate, 
but  so  long  as  air  does  not  enter,  it  will  remain  non-poiwjnous  tu 
the  mother.  With  a  septic  foetus,  ulceration  of  the  uteiu-  nuv 
occur,  as  in  one  case  recorded  by  Sir  James  Simpson.  \\  iiert 
an  opening  formed  into  the  transverse  colon,  and  caumsi  the 
woman's  death  three  months  after  term. 

Treatment. — If  one  is  absolutely  sure  that  the  term  has  i»  cii 
passed,  the  uterus  should  be  emptied.  This  must  be  done  wuli 
very  great  care,  as  the  walls  may  be  thinned  out  very  luueii. 
If  the  foetus  is  very  much  decomposed  and  coming  away  \n 
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bits,  the  uterus  should  he  removed.  Macdonald  8tron^ly  advo- 
cated Porio's  operation  in  all  cases,  on  the  supposition  tha  all 
the  casts  were  conceptions  in  (»ne  horn  of  a  bicornate  uterus. 

Case. — The  patient  was  forty-two  years  of  age,  pre^^nant  for 
the  thirteenth  time.  I  had  delivered  her  twice  Injfore  :  the 
first  time,  in  December,  1890,  of  her  eleventh  child,  l)y  means 
of  high  forceps  ;  the  next  time,  in  1893.  of  her  twelfth  child,  by 
version,  for  prolapse  of  the  cord.  She  had  l)een  menstruating 
profusely  every  three  weeks  for  some  time,  until  it  ceased  in 
the  last  week  of  May.  1894.  She  was  quite  sure  of  the  date. 
In  August  her  face,  arms  and  legs  liecaine  very  mucli  swollen, 
but  this  passed  otf  in  a  s)i..,  t  time.  Slif  (luickened  at  the  usual 
time,  but  suited  that  the  movements  were  never  very  vigorous. 
She  was  very  much  stouter  than  she  had  ever  been  in  former 
pregnancies.  On  Ist  March,  .vhile  stooping  at  the  fireside, 
cleaning  the  grate,  the  waters  suddenly  gushed  away  from  her 
in  great  (juantity,  Hooiling  tlie  whole  floor.  She  felt  no  pain  at 
the  time,  luit  felt  slight  movements.  She  had  irregular  pains 
after  that  for  a  day  or  so. 

I  was  sent  for  on  the  9th,  eight  days  after  the  waters  had 
come  away.  The  foetal  heart  could  be  faintly  heard  to  the  left 
and  below  the  umbilicus,  and  she  still  felt  slight  movements. 
By  palpation  the  head  coukl  be  made  out  lying  ai)ove  the  brim 
und  to  the  left.  Per  avjinam  the  os  would  admit  one  finger, 
>md  the  head  could  just  l)e  reached.  There  were  no  uterine 
contractions. 

Next  day  the  corKiitionw  were  unaltered.  She  jM'omised  to 
send  for  me  us  soon  as  the  pains  commenced. 

I  heard  nothing  more  about  the  case  until  the  27th,  and  had 
concluded  that  the  laboui  bad  either  ended  naturally,  or  that 
they  had  sent  to  the  Mateinity  Branch,  as  her  former  laboui-s 
iiatl  been  conducted  in  connection  with  it. 

At  noon  of  the  27th,  I  found  her  having  strong  pains,  and 
liie   head   of  a   putrid    foetus   presenting  at    the   vuha.       She 
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Stated  that  all  movementH  had  oeased  the  day  after  I  had 
last  seen  her.  She  had  remained  in  the  same  condition  until 
the  23rd,  when,  as  she  termed  it,  she  "  began  to  alter,"  und 
this  had  continued.  The  discharge  had  been  dark  and  fonl- 
smelling.     At  12  p.m.  on  the  26th  the  labour  pains  had  l)egim. 

The  delivery  was  easily  accomplished,  and  the  placenta  came 
away  naturally.  The  foetus,  a  male,  apparently  full  time,  was 
very  soft  and  putrid,  and  the  cord,  which  was  36  in.  Ion-,', 
was  quite  black.  The  placenta  was  somewhat  macerated, 
but  did  not  present  any  abnormality.  I  j^ave  an  intra-uterine 
perchloride  of  mercury  douche. 

Next  day  she  felt  very  faint,  and  was  much  troubled  witli 
flatulence,  and  had  a  bad  headache,  but  the  temperature  was 
normal  and  the  pulse  98.  There  was  some  pain  over  the 
uterus.  She  was  poulticed  and  given  quinine.  After  that  she 
had  no  further  troul)le,  and  was  up  in  about  a  week. 

The  case  of  occluded  oa  with  prolonged  gestation,  given  <jn 
page  237,  might  lie  classed  as  a  case  of  missed  labour.  Tlie 
patient  had  pains  at  term,  and  thought  laljour  was  coming  on, 
but  she  was  not  delivered  for  nearly  four  weeks — 305  days 
from  the  cessation  of  menstruation.  Her  child,  however,  lived 
until  the  time  of  delivery,  but  was  too  large  to  be  extracte<l 
alive. 

In  the  present  case  the  "  abnormal  absence  of  uterine  ir- 
ritability "  seems  to  me  to  have  been  the  cause.  This  was 
brought  about  by  the  uterus  having  been  overdistended  and 
practically  paralysed.  It  must  be  Iwrne  in  mind  that  this 
was  her  thirteenth  pregnancy,  so  that  overdistention  would 
have  a  marked  effect  on  her  uterus.  I  did  not  see  the  woman 
before  the  escape  of  the  waters,  but  she  said  she  had  been  very 
much  stouter  than  with  any  of  her  other  children  ;  and  both 
she  and  her  neighbours  assured  me  that  so  much  water  came 
away  from  her  that  it  flooded  the  whole  floor.  They  estimated 
that  there  had  Ijeen  several  basinsful.     There  is  no  doubt  tiie 
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quantity  hod  been  very  great.  The  Iohh  uf  the  liquor  ftomii 
would  account  for  the  death  of  the  fcetus,  and  'the  admission 
of  air  soon  rendered  it  putrid.  The  labour  came  on,  in  all 
probability,  at  the  time  when  a  menstrual  period  would  have 
occurred,  had  she  not  been  pregnant. 

Retention  in  Utero  of  a  Dead  Foetus.— In  dealing  with 
missed  alwrtioii,  the  retention  in  iitero  of  a  blighted  ovum 
has  already  l)een  referred  to.  It  is  usual,  when  a  fcetus 
perinhes  during  gestation,  for  it  to  be  retained  for  some  days 
oi-  even  weeks,  but  one  occasionally  meets  with  a  case  where 
the  woman  goes  to  full  time  and  even  beyond  it.  How  long 
a  dead  fcetus  or  a  portion  of  conception  may  lie  retained  in 
utero  is  very  ditiicult  to  decide.  This  is  a  very  important 
(juestion  from  a  medico-legal  point  of  view.  I  have  already 
referred  to  a  number  of  twin  cases,  in  which  one  of  the 
foetuses  was  retained  dead,  in  utero,  for  between  four  and  five 
months.  I  have  seen  several  cases  of  single  pregnancies,  where 
about  the  same  time  elapsed  before  the  ftBtus  was  expelled. 

The  following  case  is  a  typical  one,  and  I  was  fortunate  in 
seeing  it  at  the  time  the  foetus  perished,  and  being  able  to 
diagnose  the  condition.  The  case  might  l)e  called  one  of 
missed  miscarriaije. 

Mrs.  A.,  a  multipam,  had  always  been  attended  by  me  at 
hw-  confinements.  When  she  was  about  three  months  preg- 
nant she  mentioned  to  me  that  she  would  probably  need  my 
services  in  the  following  July.  When  she  was  nearly  six 
months  gone  I  was  sent  for,  as  a  small  amount  of  bleeding 
had  occurred.  I  found  this  was  very  slight.  It  was  difficult 
to  ckitine  the  exact  size  of  the  uterus,  as  the  abdominal  wall 
was  very  thick.  I  failed  to  hear  the  foetal  heart,  or  to  feel 
aay  fcetal  movements.  She  said  she  had  quickened  at  the 
usual  time,  but  that  the  foetal  movements  had  only  been  felt 
lor  a  sliort  lime.  I  told  her  I  thought  the  fontus  was  dead, 
l)ut  I  could  not  be  absolutely  sure. 
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A  few  days'  rest  in  bed  stopped  the  bleeding.  I  oxHUjinwl 
her  a  month  latei-  and  found  the  uterus  about  the  size  of  a 
five  months'  pregnancy.  No  fcetai  heart  and  no  movements 
were  apparent.  She  said  that  she  was  sure  she  was  not 
pregnant  at  all,  as  her  al)domen  had  become  smallor,  and 
her  breasts  quite  flal)by,  I  was  now  quite  sure  of  my  diagnosis. 
In  considering  the  question  of  treatment  the  patient  volunteered 
the  information  that  she  had  never  felt  better  in  her  life,  and 
she  therefore  did  not  relish  the  idea  of  any  interference.  1 
agreed  with  her  that  there  was  no  reason  for  doing  anything,' 
until  she  should  reach  full  time,  so  long  as  she  folt  cjuiti;  w.ll 
and  there  was  no  discharge,  but  that,  if  tho  uterus  did  not 
expel  its  contents  at  full  time,  steps  should  be  taken  to  empty 
it.  I  ventured  to  predict  that,  when  full  time  was  reached, 
labour  would  come  on. 

She  kept  perfectly  well,  and  exactly  at  full  time  laboiu-  set 
in,  and  a  small  macerated  five-month  fuetus  was  expelled.  The 
placenta  was  very  adherent,  and  it  was  necessary  to  give  her 
chloroform  to  clear  it  out.  It  was  in  a  very  degenerated  fibroid 
condition.  The  patient  made  a  good  recovery.  Except  the  de- 
generated condition  of  the  placenta,  there  was  nothing  to  show 
what  had  caused  the  death  of  the  fcetus.  There  was  no  indi- 
cation of  syphilis. 

Treatment.  -Some  authorities  say  that,  so  soon  as  you  have 
tliagnosed  such  a  condition,  you  should  clear  the  uterus  at  once. 
I  have  never  done  this,  and  in  quite  a  number  of  cases  tlie 
results  have  been  excellent.  I  think  it  is  well  to  leave  nafuie 
to  deal  with  the  condition,  so  long  as  there  is  no  discharge  .r 
bad  effect  upon  the  woman's  constitution,  but  to  interfere  if  uiiy 
discharge  occurs,  or  on  the  slightest  indication  of  the  patient's 
health  suffering.  \  discharge  will  indicate  either  that  tiin 
uterus  is  attempting  to  empty  itself,  or  that  the  membranes  have 
ruptured  and  the  ovum  become  septic.  Then  the  sooner  tlie 
uterus  is  cleane*!  out  the  better.     I  have  always  been  struck 
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with  the  fact  thut  women  with  macerated  fostuseH  do  not  Huffer 
much  in  health,  and  as  a  rule  make  perfectly  good  recovericH 
after  delivery.  We  have  many  such  cases  in  the  Maternity 
Hospital,  and  hai-dly  any  of  them  have  even  a  rise  of  tempera- 
tuie.  A  distinction  must  be  dmwn  l)etween  a  macerHte<l  and 
r.  Heptic  foetus.  So  long  as  the  membranes  are  intact,  a  mac- 
erated fcBtuH  will  not  l)e  a  source  of  septic  poisoning,  hut  once 
It't  air  gain  admission,  and  a  very  virulent  septic  condition  will 
probably  arise.  Then  the  sooner  the  uterus  is  cleared  of  its 
contents  the  better. 

Habitual  Death  of  the  Foetus  in  the  Later  Months  of 
Pregnancy.— Syphilis  has  already  been  referred  to  as  a  fre- 
(|iieiu  cause  of  death  of  the  foetus,  but  there  luv  a  (-..rtaiii 
numlKT  of  non-syphilitic  cases  in  which  tho  fa-tus  perisheH, 
UHimlly  in  the  later  months  of  pregnancy.  Time  after  time  this 
may  occur.  The  woman  may  apparently  be  in  perfectly  good 
Rt'neral  health.  The  placenta  will  invariably  be  murkeilly 
degenerate.  Fatty,  fibroid,  and  calcareous  degeneration  will  be 
foimd  present.  The  time  of  the  death  of  the  foetus  is  usually 
about  the  same  in  one  pregnancy  after  another. 

Treatment.— 1{  you  are  fortunate  enough  to  get  the  imtient 
to  treat  Injfore  she  has  again  tecome  pregnant,  after  one  or  more 
losses  of  this  kind,  you  should  investigate  the  condition  of  the 
litems  thoroughly,  and  treat  any  abnormal  condition  found. 
Tho  endometrium  will  probably  lie  in  an  unhealthy  condition, 
and  special  attention  should  be  paid  to  it.  curetting  it  thorouf.^lily 
if  U'.  cessary.  Most  of  the  cases,  however,  come  under  treat- 
ment after  conception  has  occurred.  Very  many  years  ago  Sir 
•fumes  Simpson  advocated  treating  such  cases  by  giving  chlorate 
of  potash  eontinuoiisly  throughout  the  pregnancy.  His  idea 
was  that  the  clilorate  would  give  up  its  oxygen  to  the  mother's 
blood,  and  in  tl.at  way  the  tatal  blood  would  be  purified,  even 
although  the  pkvjenta  were  degenerated.  As  a  matter  of  fact, 
the  chlorate  does  not  trive  up  its  oxygen  to  the  blood,  but  it  un- 
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doubtodly  doe«  ijood,  probably  by  acting  upon  the  endotnetriunt, 
or  deoidua,  as  it  then  ia.  Theoretical  therapeutists  tnaintiiin 
that  the  ontinuoug  uw  of  chlorate  of  potash  for  several  uiontlm 
has  u  very  deleterious  effect  upon  the  red  blood  corpusdis 
This  may  bo  true  in  theory',  but  in  these  cases  it  certainly  dut-. 
not  work  out  no  in  practice.  I  usually  udniinister  it  withom 
bad  result,  in  10  gr.  doses  three  times  a  day,  from  the  fom  tli 
month  up  to  full  time. 

Case  I. — A  multipara  was  sent  to  me  at  the  Maternity 
Hospital,  when  about  six  months  pregnant,  with  the  histoiy 
of  havin^^  had  two  previous  still-births.  \Vi'  could  find  w 
evidence  of  syphilis,  so  decide<l  to  put  her  upon  chlorate  nt 
potash.  In  her  former  pregnancies  the  ftetuses  had  died  alMnit 
the  end  of  the  seventh  month.  When  she  came  near  that  tiiiif 
we  took  her  into  hospital  to  keep  her  under  strict  observation. 
Her  abdomen  was  very  much  distended.  There  was  a  lai';;' 
amount  of  liquor  amnii.  One  fcetus  could  be  easily  pal  pat'  li 
and  one  f'jBtal  heart  heard  distinctly.  She  passed  the  critical 
time  without  the  foetus  showing  any  indications  of  perishiim, 
and  as  she  was  keeping  well  we  allowed  her  to  go  homo,  hut 
told  her  to  continue  the  chlorate.  She  was  re-admitted  at  full 
time  in  labour,  and  gave  birth  to  a  healthy  mature  child  ami  a 
macerated  premature  one.  The  macerated  one  had  evidently 
been  dead  before  we  put  her  on  the  chlorate,  judging  from  its 
size,  and  the  fact  that  no  second  fcBtal  heart  had  ever  bctii 
detected. 

Case  II. — A  multipara,  who  had  had  three  still-born  chilili' n 
at  the  eighth  month,  was  sent  to  me,  when  about  five  months 
pregnant,  for  advice  as  to  induction  at  seven  and  a  half  mo!ith>, 
before  the  usual  time  of  the  death  of  the  fcjetus.  As  thL-iv  was 
no  indication  of  syphilis  I  advised  her  to  take  chlorate  of  potasli 
regularly,  and  she  did  wo.  She  went  to  lull  time  and  \\as 
delivered  of  a  healthy  child,  by  the  nur3es  at  her  own  home. 
Case  HI. — This  patient  has  the  most  remarkable  histoiy  ot 
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any  woman  J  have  ever  nttendril.     In   IHH8  \  .ittPn.h.l  h.-r  in 
her  fifth  oonfin..ineiU.  within  nix  vwuh  of  h.i  fir^t  „nr      Kx.-.nt 
that  the  labour  wan  a  Ii„KerinK  oao.  there  whs  nothinu  .il.norn.al 
alK>ut  ,t.     The  child  wag  healthy  and  is  Htill  alive      Within  a 
year  Hhe  had  a  rniwarriaKe.  and  I  had  to  ^ive  her  chloroforn,  to 
.emove  a  very  adherent  placenta.     In  I«h«  than  a  v.-ar  nhe  had 
a  premature  labour  with  a  putrid  fcutus.  an.l  very  nearly  died 
of  He,«,..     When  .he  next  Wn-e  prewnant  I  put  her  u,K)n 
chlorate  of  potash,  und  she  went  t..  full  tin.e.     The  child  whh 
quite  healthy  and  in  still  ..l.v...      A  f.w  w.-ekn  after  the  child's 
l..rth  she  contracted  scarlatina  fron.  her  other  children,  but  had 
.^  m.ld  attack.     In  her  next  prcKnancy  she  did  not  take  the 
chlorate,  and  the  result  was  a  n.iscarriaKe.     She  s.h.,,  ..eca.ne 
pregnant   a«ain.   and   I    insiste,!   on  her  taking   the  chlorate 
and  she  went  to  full    tin.e.  and   was  .lelivere.1   of  h  healthy' 
chdd.     But  this  tin>e  she  nearly  died  of  what  was  apparently 
an  a.r  emM.sn.  (see  case  i..  p.  .502..     In  her  next  pregnancy 
.he  took  the  chlorate  and  went  to  full  tnne  a^ain.     Since  then 
she  has  had  two.  if  not  n.ore,  nuscarria«es.  when  she  vvas  not 
'akmg  the  chlorate.       Her  laln^urs  are   so  diHicult    that    she 
prefers  miscarriages  to  «oin«  to  full  tin.e,  so  I  an.  af,-aid  she 
will  not  take  the  chlorate  a«ai,..     If  I  ha.l  not  had  other  cases 
tus  ser.es  ...  the  same  won.an  would  have  quite  conyince.1  n.e 
<>l  the  efhcacy  of  the  treatment. 

Induction  of  lalK,ur  is  sometimes  recon.n.ended  in  such  cases 

In  this  last  case  it  would  not  have  been  practicable,  becius.  the 

crtus  .nvariably  perished   befo.-e  a  viable  age.     In  the  other 

two  .t    ..„ght  have  been   r.ied,   but   I  doubt  if  it  would  have 

ch,l<l.  although  bo.n  alive,  only  lived  a  few  hours.     In  a..other 

ZZt  Ir  '"  ^""^"'*'^^'«"-  ^^'^^  the  i..duction  had  bee,, 
r   d  the  ch.ld  was  lx>rn  alive,  and  apparently  healthy  enough, 

chlorate  .n  th.s  case,  if  there  should  be  another  preK..ancy 

28  r      H  .  . 
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CHAPTER  XXXIII. 

COMPLICATIONS  OF  THE  PUEHPERIUM. 

Urinary  System — Abnormal  Constituents  of  the  Urine  -Holention  of 
Urine — Complete  Suppression  of  Urine  —  Cases  —  Incontinence  of 
Urine — Vesico-vaginal  Fistulie — Cases — Vesico-utero- vaginal  Fistulic 
—  Uretero- vaginal  Fistulie. 

After  a  normal  labour  the  puerperium  sliould  run  its  course 
without  any  complications,  but  unfortunately  this  is  not  always 
the  case.  Of  course,  complications  are  much  raoit;  likely  to 
occur  after  abnormal  labours,  but  it  is  not  an  uncommon  ex- 
perience to  have  very  serious  complications  arise  where  the\ 
are  least  expected.  It  will  be  convenient  to  discuss  the  com- 
plications, as  far  as  possible,  under  the  various  systems  of  the 
body. 


Urinary  System. 

For  the  first  few  days  of  the  puerperium  there  is  a  considerablp 
increase  in  the  quantity  of  urine  excreted.  The  specific  gravity 
is  low.  The  absolute  quantity  of  urea,  phosphates,  and  sulphate^ 
is  somewhat  diminished,  Init  the  amount  of  chlorides  is  not 
altered.  It  gradually  regains  its  nor  ual  quantity  and  quality. 
The  following  abno  -mal  constituents  are  not  infrequently  found. 

1.  Blood. — After  difiicult  instrumental  labours  blood  i- 
sometimes  found.  Its  source  of  origin  is  from  the  mucous 
membrane  of  the  base  of  the  bladder.  Injury  to  the  mucous 
membrane  of  the  bladder,  during  severe  instrumental  laboms, 
is  not  uncommon.     In  a  number  of  cases  I  have  seen  haemo!  - 
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rhages  into  the  mucous  membrane.      In   cases  of  eclampsia 
arge  quantities  of  blood  may  he  present,  but  in  th.so  it  comes 
from  the  kidneys.     As  a  rule  the  condition  clears  up  of  itself  in 
•A  very  few  days. 

2.  Albumin  is  found  in  a  lar^e  number  of  cases  as  u  trace 
and  ,n  a  smaller  number  in  much  larger  quaufti.s.  In  some 
the  unne  becomes  quite  solid  on  boiling.  When  there  is  a  lar.« 
amount  it  is  usually  associate.!  with  eclampsia.  This  has  teen 
discussed  under  eclampsia.  It  usually  disap,.ears  in  a  feu 
days,  but  will  persist  if  chronic  nephritis  is  present 

3.  Sugar  is  very  constantly  found  when  the  woman  nurses 
It  .8  m  the  form  of  lactose.  The  amount  varies,  and  it  has 
been  mamta.ned  that  the  quantity  and  quality  of  the  milk  may 
be  judged   by  the  amount  of  sugar  found  in  the  urine      Of 

course,  you  may  have  true  diabetes  in  a  puerperal  woman,  but 

this  IS  exceedingly  rare. 

4.  Peptones  are  said  to  be  constantly  found  durin^  the 
puerpermm,  especially  after  the  first  day.  They  are  the  pro- 
duc  s  of  mvolution,  and  disappear  from  the  unne  about  the 
twelfth  day. 

5.  Acetone  is  found  when  the  foetus  is  macerated.  It  prob- 
ably arises  from  the  absorption  of  some  product  of  maceration 
It  IS  sometimes  found  in  ca.ses  of  eclampsia,  and  some  observers 
have  maintainea  that  it  is  a  cause  of  the  fits,  but  this  is 
undoubtedly  a  mistake.  When  it  is  found  in  eclampsia  the 
foetus  IS  dead.     It  quickly  disappears  after  delivery 

6.  Bile-acids  and  Bile-pigment  may  be  found  in  cases  of 
catarrhal  jaundice,  and  sometimes  in  eclampsia. 

7  Leucin  and  Tyrosin  are  found  in  acute  vellow  atrophy 
of  the  liver.  Bile-acids  and  pigments  will  also  be  associated 
with  them. 

8.  Pus  is  sometimes  present.     It  may  arise  in  the  bladder 
or  the  kidneys.     Cystitis  is  unfortunately  not  verv  uncommon 
may   have    been    present   during  pregnancy,   but   it   more 
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frequently  arises  during  the  puerperium  from  want  of  proper 
care,  in  cases  of  retention  of  urine.  One  cannot  be  too  careful 
in  the  catheterisation  of  these  oases.  From  the  bladder  infec- 
tion readily  passes  up  the  ureters,  and  finally  the  kidneys  may 
become  involved.  The  treatment  of  cystitis  has  already  Iwjeii 
alluded  to. 

In  some  cases  the  source  of  the  pus  may  be  one  or  both  kidneys. 
In  more  than  one  case  I  have  found  old  abscess  of  the  kidney 
post-mortem  (see  p.  51),  and  under  affections  of  the  kidneys 
an  interesting  case  has  been  given  in  which  the  pyo-nephrosis 
was  associated  with  a  calculus.  In  cases  of  pyaemia,  metastatic 
abscesses  may  form  in  the  kidneys. 

Retention  of  Urine. — This  has  already  l)een  mentioned. 
It  may  arise  in  a  normal  case,  especially  in  a  primipara,  but  is 
much  more  frequent  after  difficult  labours,  if  the  perineum  has 
been  torn  and  stitched.  Reflex  irritation  from  the  stitches  may 
cause  it,  just  as  it  so  frequently  arises  after  an  ordinary  second- 
ary repair  of  the  perineum,  or  after  an  operation  for  piles. 

There  is  another  factor  in  the  causation.  The  bladder  during 
pregnancy  is  drawn  up  into  the  alxlomen  md  is  considerably 
sti'etched,  so  that  its  tone  is  lost.  After  delivery  the  kidneys 
are  usually  very  active,  and  the  bladder  soon  begins  to  fill  up. 
The  i)atient  often  does  not  feel  any  desire  to  em^ity  it  for  some 
time,  until  it  is  probably  well  distended.  She  is  then  unable 
to  do  so,  as  the  power  of  contraction  is  lost  to  a  considerable 
extent.  For  that  reason  the  patient  should  always  be  en- 
couraged to  urinate  a  few  hours  after  labour,  before  the  bladdei' 
has  become  fully  distended. 

Fortunately,  dribbling  of  urine  or  an  overflow  iiegins  if  it  is 
not  relieved.  This  prevents  rupture,  but  it  may  lead  the  patient, 
or  an  unskilled  attendant,  to  lielieve  that  there  is  incontinence 
of  urine. 

Dimjnosis. — If  the  patient  is  unable  to  pass  any  urine  no 
examination  is  necessary,  but  by  placing  your  hand    on    the 
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abdomen  you  can  at  once  feel  that  it  is  distended  l,v  a  pyriform 
tumour,  probably  larger  than  the  uterus  ought  to  be  If  there 
is  constant  dribbling  of  urine  your  hand  on  the  aMomen  should 
enable  you  at  once  to  diagnose  the  condition.  A  vaginal  ex- 
amination is  not  necessary,    ■  ;•  is  it  advisahle. 

Treatment. —Vmn  a  catheter  and  draw  the  urint-  oft'     The 
l)est  catheter  to  use  is  either  a  glass  one.  or  a  long  silver  one 
which  ,s  solid  beyond  the  eye.     A  gum  elastic  one  is  ofte.i  used 
l)ut  the  sterilising  of  it  is  exceedingly  difficult.     The  ir  strument 
should  either  be  boiled  for  a  few  minutes,  or  else  be  steeped  for 
some  mmutes  m  lysol  or  other  antiseptic  solution.     The  vulva 
should  be  thoroughly  cleansed  and  the  meatus  well  wiped  with 
swabs  of  cotton  or  clean  rag.  wrung  out  of  the  antiseptic.     The 
catheter   should    then    be    introduced    by    sight,    having  the 
labia  well  separated.     The  sleight  of  hand  business  under  the 
dothing  may  seem  clever,  but  it  cannot  be  aseptic,  and  must 
therefore  l,e  condemned.     It  may  be  necessary  to  repeat  the 
operation  every  six  or  eight  hours  for  a  day  or  two    but  in 
many  cases  once  is  sufficient.     A  trained  nurse  can  do  it,  but 
you  will  often  hj^ve  to  do  it  yourself.     If  the  condition  con- 
tinues  for  more  than  a  few  days,    be  on  your  guard  against 
hysteria.     I  had  a  case  of  this  kind  in  hospital.     It  was  impos- 
sible to  pass  the  catheter  without  giving  the  patient  chloroform 
After  doing  this  for  over  a  week,   I    became   convinced   that 
liystena  was  at  the  bottom  of  the  condition,  and  I  refused  to 
allow  the  urine  to  be  drawn  of!'.      She  then  passed  it  without 
any  difficulty.     On  the  other  hand.  I  have  seen  a  case  where 
the   catheter  had   to    be  used  for  twelve  days,   Init   that   was 
after  a  difficult  forceps  delivery.      Large  doses  of  nux  vomica 
or  of  Easton's  .syrup,  will  help  to   strengthen  the   muscular 
wall. 

The  after-ettect  of  reieution  of  urine,  especially  u.  a  neglected 
case  or  in  one  in  which  sepsis  has  been  conveyed  into  the 
bladder  on  the  catheter,  is  almost  sure  to  be  cvstUis      If  it  is 
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promptly  treated  by  washing  out  the  bladder  with  boracio  acid, 
and  giving  the  acid  by  the  mouth,  it  usually  yields  quickly. 

Compl-te  Supprr«sion  of  Urine. — This  condition  is  some- 
times seen  in  fatal  oases  of  eclampsia,  but  it  also  occurs  in 
other  conditions.  One  of  ray  cases  of  Ctesarian  section  died 
of  it.  3hortly  after  the  operation  3  oz.  of  urine  were  drawn 
off.  It  was  very  dark  in  colour  and  showed  evidence  of  cav- 
boluria.  The  peritoneal  cavity  had  not  been  flushed  out,  but 
the  gauze  sponges  used  during  the  operation  had  been  wrung 
out  of  carbolic  lotion.  An  attack  of  bronchitis  came  on.  Next 
day  9  oz.  of  urine  were  obtained.  It  was  clear,  but  contained 
albumin  and  tube-casts.  On  the  third  day  Hi  oz.  were 
obtained  in  twelve  hours,  and  in  the  next  twelve  hours  only 
2  oz.  From  that  time  until  death,  over  three  days  later,  only 
1  dr.  of  urine  was  got.  The  albumin  had  lessened  con- 
siderably. The  most  active  treatment  was  employed  in  the 
form  of  various  diuretics,  including  diuretin,  poulticing  and 
cupping  over  the  loins,  hot  vapour  Imths,  saline  diuretic 
infusion  under  the  breast,  bleeding  to  10  oz.,  and  du-ectly 
transfusing  a  pint  of  normal  saline  solution,  and  free  purgation 
with  salines  and  croton  oil.  All  was  to  no  purpose.  She 
gradually  l)ecame  more  and  more  comatose,  and  there  was  a 
distinct  urinous  odour  from  her  breath.  Just  before  death 
she  had  a  violent  general  convulsion  of  about  a  minute's 
duration. 

At  the  post-mortem  examination  we  found  the  alxiominal 
and  uterine  wounds  were  practically  healed.  There  was  no 
indication  of  any  inflammatory  action.  The  pathologist,  Dr. 
R.  M.  Buchanan,  reported  on  the  kidneys  as  follows  : — 

"  The  right  is  of  normal  size  ■  ts  capsule  is  slightly  adherent, 
and  its  cut  surface  extremelj  aypersemic.  The  hyperaemia 
is  most  marked  in  the  pymmidal  areas,  which  contrast 
with  the  pale  yellowish-red  streaked  cortex.  There  is  no 
hydro-nephrosis. ' ' 
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Left—"  The  upper  end  is  Hattened  against  the  spleen.     Its 
general  appearance  is  similar  to  that  of  the  rif,'ht." 

Microscopical  Examination.—"  A  section  of  the  kidney  does 
not  at  first  sight  reveal  any  striking  departure  from  the  normal. 
On  closer  examination,  however,  the  tubules  of  the  cortex  are 
seen  to  be  almost  uniformly  dilated.  The  lumen  of  each  tubule 
is  occupied  by  a  finely  granular  material,  and  the  epithelium 
appears  compressed.  A  considerable  nuinl)er  of  the  straight 
tul)ules  are  also  dilated  and  filled  by  the  same  material  in  a 
more  coarsely  granular  form.  There  is  no  shedding  of  the 
epithelium,  and  no  tube-casts  are  visible.  The  Malpighian 
bodies  and  the  blood-vessels  are  normal. 

"  In  the  liver  fatty  dege  aeration  is  very  manifest.  There  is 
also  hypertemia  involving  atrophy  of  many  hepatic  calls  in  the 
central  part  of  each  lolmle." 

There  was  nothing  in  the  kidney  condition  to  account  for 
the  suppression,  neither  will  shock  account  for  it,  as  it  di  I  not 
supervene  until  fully  three  days  had  passed.  I  cannot  venture 
upon  any  explanation. 

The  blood  was  submitted  to  Dr.  Harris,  assistant  to  the 
Professor  of  Physiology,  for  examination,  and  the  following  is 
liis  report : — 

"On  17th  March,  1898,  I  received  from  the  Maternity 
Hospital,  Glasgow,  about  500  c.c.  of  clotted  blood  taken  by 
venesection  from  the  right  arm  of  a  woman  who  had  been 
delivered  by  Caesarian  section  on  the  l;Jth. 

"  I  was  told  that  the  patient  was  then  suffering  from  total 
suppression  of  urine,  but  as  I  was  not  informed  what  was  the 
precise  feature  of  the  blood  I  was  to  examine  into,  and  being 
myself  more  particularly  interested  in  the  inter-relations  of  the 
pigments,  I  had  time  to  make  only  some  hurried  investigation 
into  the  pigment  present  in  the  serum. 

"  As  the  clot  contracted,  a  quantity  of  transparent  serum 
exuded  from  it ;  this,  alkaline  in  reaction,  was  notably  yellower 
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than  in  normal,  and,  an  it  contained  a  few  red  blood  corpuscles. 
I  centrifugalised  it,  obtaining  a  perfectly  limpid  golden-yellow 
liquid.  Examined  with  the  spectroscope,  this  gave  a  very  well- 
marked  absorption-band  at  the  F  line,  i.e.,  at  the  green-blu.- 
junction.  In  addition  to  this  band.  I  was  greatly  surprise.) 
to  find  the  two  Imnds  of  oxyhtcmogloliin,  showing  that  this 
serum,  quite  free  though  it  was  from  red  blood  cells,  had 
nevertheless  dissolved  out  a  little  HbO, ;  the  two  bands  .it 
once  gave  way  on  treatment  with  NH^HS  to  the  single  one  of 
the  reduced  haemoglobin. 

"  The  band  at  F  seemed  to  agree  in  position  exactly  with  the 
published  charts  of  '  spectrum  of  serum-lutein  in  serum '  (as. 
e.,j.,  No.  24,  Plate  iii.,  Schiifer's  Text  book  of  Phi/siology,  1H9H). 
but  to  te  distinctly  darker  than  the  band  due  to  the  pigment 
of  normal  serum,  regarded  by  some  as  *  lutein,'  a  lipochrome . 
but  by  M'Munn,  whom  I  follow,  as  urobilin  itself.  Of  course 
a  imnd  at  or  near  the  green-blue  junction  always  suggests  l)ik'- 
pigment  as  much  as  it  does  urinary  pigment,  but  there  is.  in 
this  case,  a  presumption  that  the  latter  was  present,  and'  in 
excessive  amount,  liecause  : — 

"  1.  The  blood  on  being  warmed  smelt  unmistakably  ot 
urine;  this,  to  me  a  new  experience,  was  very  striking,  as 
the  odour  was  indistinguishable  from  that  of  somewhat  stale 
urine. 

"  2.  The  chemical  evidence  for  the  presence  of  bile-pigments 
and  bile-salts  in  the  serum  was  by  no  means  clear.  Gmelins 
reaction  ,lul  give  a  blue-green  colour,  but  not  the  subsequent 
'  play  of  colours  *  characteristic  of  bile-pigment ;  again,  Petten- 
kofer's  test  yielded  an  orange-tinted  froth  rather  than  a  true 
pink. 

"  3.  There  was  no  jaundice  clinically.  Now  I  ain  aware  that 
the  urine  shows  traces  of  bile-pigment  even  before  '  jaundice  " 
can  be  pronounced  to  be  present,  and  also  that  the  spectro- 
scope can  detect  bile-pigment  when  Gmelin's  test  cannot ;  at 
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the  num..  time,  while  not  preclu.liag  .1  trace  of  bilirubin  in  thin 
serura,  I  do  not  think  that  bilirubin  accounted  for  the  greater 
part  of  the  pigmentation. 

"  4.  On  analysis  of  the  nerum  by  Geirard's  ureametor,  the 
urea  was  found  to  l,e  02  per  cent.  ;  this  is  greatly  in  excess  of 
.tH  .in.ount  in  normal  serum.  This  is  further  presumption  that 
products  of  renal  excretion  were  present  hero  to  an  abnormal 
degree. 

"o.  The  left-sidetl  extension  of  the  band  at  F  more  nearly 
corresponded  with  the  limits  of  the  l«nd  of  urobilin,  as  given 
m  the  majority  of  cliarts.  than  with  those  of  the  Iwnd  of 
l)ilirubin. 

"  I  am   unfortunately  not  able  to  be  more  precise  in   my 
report ;  but  taking  a  broad  view  of  this  fatal  case,  as  it  proved 
of  anuria,  I  believe  we  had  here  in  the  serum  excess  of  the 
.netalKjhtes  which  the  kidneys  should  have  separated,  .otablv 
the  urea  and  the  pigment,  which  latter  is  in  all  probu  -lity 
normally  present  in  the  plasma  (and  therefore  in  the  serum) 
of  cnculatmg  i,lood,  being  mainly  derived  from  the  katabolism 
of  HbO,  m  the  liver  whence  the  iron-free  pigment  passes  on 
into   the    blood-quitting   the   liver   as   a    kind   of    'internal 
secretion  '.     This  material  being,  however,  an  internal  secretion 
that  IS  not  beneficial  to  the  body,  is  normally  eliminated  by 
tne  lenal  epithelium." 

(.'mc  of  Suppression  of  Urine  after  a  Normal  Labour —Th^i 

patient,  u  primipara,  aged    nineteen,  was  delivered  of   a  live 

eiuale  child.  l>y  natural  efforts,  after  a  labour  of  twelve  hours' 

Juiation.       On    admission    a   catheter   was   passed,    but    the 

i)iadder  was  empty. 

inuring  the  first  few  days  of  the  puerperium  a  considerable 
<l"ant.ty  of  urine  was  voided,  b^  ,  it  was  not  examined  as  ^t  was 
eonta,uin.>iteJ  with  lochia.  The  patient  did  not  complain  of 
anything,  but  she  had  a  greyish  appearance,  and  looked  deoid- 
•^Ji.v  lU.     All  examination  of  the  heart,  lungs  and  pelvic   -igans 
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gave  a  neKHtiru  result.  A  catheter  wuh  {Mtiaed  on  the  sixth 
day  of  the  puerperium,  and  about  half  an  otinoe  of  urine  was 
obtained.  It  showed  a  deposit  of  over  one-third  albumin  on 
boiling,  and  the  sediment  contained  ^^uat  numbers  of  »{ninulni 
tulte-castH.  I*reviouH  to  the  passing  o(  thu  catheter  t.it>  urint- 
had  been  fi  elv  excreted,  but  from  that  time  onwards  there  wus 
complete  suppression,  with  the  exception  of  '2  dr.  obtained  thrt>c 
days  later. 

Every  effort  was  made  to  relieve  the  system  l)y  diuretic!,. 
cupping  over  the  kidneys,  hot  packs,  purgation,  pilocarpine,  uikI 
amyl  nitrite,  but  without  avail.  She  died  on  the  fourth  day  of 
suppression.  Towards  the  end,  the  breath  had  a  distinctly 
urinous  odour,  and  hiccough  and  retching  occurred.  Just 
before  death  she  had  a  slight  convulsive  seizure. 

No  post-mortem  examination  was  allowed.  The  prnsciict' 
of  granular  tul)e-casts  in  the  urine  pointed  to  nephritis  ht>i[i^' 
present,  but  to  what  extent  the  kidneys  were  disordered  it  is 
impossible  to  say.  It  is  a  curious  coincidence  that  the  sup- 
pression dated  from  the  catheterisation,  but  it  is  dithcult  to  st-e 
hov.  that  can  have  caused  it. 

Very  little  has  been  written  on  this  subject,  and  in  inust 
obstetrical  works  it  is  not  mentioned.  In  the  Journul  k/ 
'etiics  and  Gyiuecoluijy  of  the  British  Etnpirc  fov  April, 
1902,  Dr.  McKenon,  of  Aberdeen,  has  reported  three  cases  ot 
his  own  and  three  others,  one  of  Dr.  McCrea  from  the  Canadiaii 
Lamet  of  1884,  one  of  Dr.  J.  T.  Williams  from  The  Lamrt  of 
1886,  and  the  third  of  Dr.  F.  F.  Bond  fiom  The  Lancet  of  Ls'.j'J. 
Two  of  McKerron's  cases  recovered,  but  all  the  others  died. 
No  post-mortem  examinations  were  obtained.  Dr.  Boxall  has 
given  notes  of  two  more  fatal  cases  in  the  May  number  of  the 
same  ;  urnal.  In  one  of  his  a  post-mortem  examination  was 
obtained.  '•  The  ki'lneys  were  enlarged,  very  much  congested, 
and  showed  e .  idence  of  old-standing  disease  of  moderate  dei^ree 
and  also  of  recent  acute  inflammatory  softening."     In  my  case 
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the  pathologist  gave  a  decided  opinion  that  there  was  nothing 
in  the  kidney  condition  to  account  for  the  guppresgion.  In  Dr. 
Hoxall's  cage  there  certainly  was. 

/'w/«osM.— The  condition  is  an  exceedingly  »:rav«  one. 
Death  usually  occurs  in  from  two  to  Hve  dayn  from  the 
onset. 

Treatment.  ~¥tini  purgation,  diureticn  by  the  mouth  and 
Hubcutaneously,  hot  packa,  cupping  and  poulticing  over  the 
kidneys,  in  fact  every  u'mns  must  be  taken  to  establish 
diuresis  and  diaphoresis.  For  the  lattei  pilocarpine  may  be 
used,  but  only  if  the  lungs  are  clear.  If  the  patient  has  much 
pain  do  not  give  her  opium. 

Incontinence  of  Urine.  -After  severe  operations  this  con- 
dition may  arise.  The  sphmoter  has  '  den  paralysed  by  pressure 
and  you  have  a  continuous  dribbling  of  urine.  A  modified  form 
is  sometimes  seen  in  patients  who  have  a  cough.  The  urine  in 
involuntarily  expelled  at  each  attack  of  coughing. 

The  Diaipums  of  the  condition  is  easy,  as  there  is  a  constant 
flow  of  urine.  You  must  satisfy  yourself,  first,  that  it  is  not  an 
ovei-flow  from  retention  ;  and,  second,  that  it  is  not  a  case  of 
vesico- vagi  rial  fistula.  In  the  first  condition  you  have  a  large 
tumoui  in  the  abdomen,  and  ou  passin*.?  a  catheter  you  dmw  off 
lar«<  quantity  of  urine.  The  second  condition,  as  a  rule, 
tloes  not  o.i^M  .,„til  at  least  ten  days  after  laboiu-,  whe.i 
luontinence  is  ardly  likely  to  be  present.  You  must  bear 
111  auud,  h.n-  vej  that  there  is  a  possibility  of  a  fistulous  open- 
in^  HavinK  bt-       nade  i,  u^  ihe  bladder  during  labour      The 


dia<,'iiosi8  Uu 
(leal  with  vesit 

Treatment.  ~  i 
tVw  days    without     >. 
Ih!  kept  as  dry  anu 
[H-rsists  more  than  a 


and  iron  should  be  aa»-  s^^l 


I  wo  conditions  will  be  given,  \..ieu  we 
ml  fistulte. 

sphincter  usually  regains  its  tone  within  a 

»v  special  treatment;.     The  patient  should 

-mfonable  as  possible.     If  the  condition 

or  two.  a  tonic  treatment  of  strychnine 
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Vcsico-vtginal  Fi»tal«.— FiHtulw  are  now  not  neurly  so 
common  as  they  were  yearn  ai/o.     Forceps  usetl  fu  be  Uhm^d 
for  causing  them,  an«l  nn«;nil)todly  fistulm  did  often  follow  th.- 
use  of  forceiw.  hut  this  was  due.  not  to  the  use  of  the  itistru. 
mentH,  hut  to  their  not  having  Iwen  xined  mow  enough.     The 
timely  use  of  the  forcepn  has  done  more  to  prevent  Hutulii'  tliiiii 
anything  else.     They  usuai  /  arise  in  oanoH  whore  the  head  Ims 
lain  in  the  polvin  for  a  long  time,  thus  Huhjecting  the  va;;inal 
wall  to  prolonged    presnure.     The  vitality  of  the  comprtssHi 
tissue  is  thus  lowenKl,  and  sloughing  occurs.     As  the        '^h 
will  not  seixirate  in  less  than  ahout  ton  days,  urine      i'    ot 
l)egin  to  flow  continuounly  from  the  vagina  until  the  Hceomi 
week  of  t\.    puerporium.     This  in  the  rule,  hut  still  there  iuv 
exceptions    j  it,  just  as  there  are  exceptions  to  the  rule  of  pro. 
longed  pressure  always  huing  the  cause.     An  immediate  oiHiiiti),' 
may  of  course  he  made  i)y  the  unskihul  use  of  an  instrument 
like   the  iierforator,  or   hy  spicules  of    hone  during   deliverv 
after  craniotonjy  ;  hut  the  following  case  illustrates  how  tht- 
urethra  may  lie  split  up  into  the  hiadder,  even  in  an  onlinury 
forceps   case.     A  primipara  was  delivered  with  forceps  nftei 
some  ditticulty.      The  child's  head  vas  extra   large  and  the 
occiput  specially  hroad  and  square.  e  perineum  was  only 

slightly  torn.  There  was  some  teariii  f  the  anterior  vatiinal 
wall,  but  there  was  no  l)leeciin.'  There  was  a  very  poor  lit^'ht 
in  the  room,  so  I  did  not  atter  >i  to  make  a  careful  examin- 
ation. When  I  cali  1,  some  tw  Ive  hours  later,  I  found  the 
patient  lying  soaking  in  urine.  The  bladder  was  undistemled. 
and  a  careful  examination  revealed  that  the  urethra  was  split 
in  its  upper  part,  just  at  the  point  where  it  left  the  ijladder. 
The  tear  was  nearly  an  inch  long.  T'.e  great  breadth  ot  the 
occiput  had  so  stretched  the  anterior  vaginal  wall  that  it  had 
hurst,  involving  the  urethra  lougitudinally.  As  it  was  Imhjqs- 
sible  to  do  anything  in  the  patient's  house.  I  decided  to  wait 
until  I  could  take  her  into  hospital,  which  I  did  twelve  'lays 
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latei      A  few  rJays  after  ddmmsion    f   repaiwl  thp  tear,  and  it 

Tie  followioK  cano  illustnit.'s  hou  vorv  h..\.  i-o  (Mv^sur..-.  ».v.'»i 
»»    '\-\   it  ihav  not  fx)  very   prolonged,  may  «a    ««  a  Hntula. 
l.ie  !«'.•.    ,  a  priraii>ara.  was  HufferitiK  from  oclampHJa.     She 
hat!  a  contraotod  \wW\h  with  a  true  conjuyate  of  .}*  in.     De- 
livery was  effected  in  the  Walcher  in.sition  with  axis-traction 
forceps.     A  Kreat  deal  of  force  was  used,  hut  the  child  was  l)orn 
iiliv.-.     AiKJut  the  twelfth  day  of  th.j  p.terperiutn  urine  In^Kun  to 
c(.me  away  from  a  larKe  fistula,  which  would  admit  two  hngers. 
I  think  that  the  eclamptic  condition  p,   hably  had  something  to 
do  with  the  formation  of  the  fistula.     Ihe  vitality  of  the  skin 
in  eclamptic  patients  is  so  low  that  a  hot-w,  -er  Iwttle  which 
would  only  be  comfortably  warm  to  an  ordinary  patient  may 
cause  a  burn.     1  have  constantly  to  warn  the  nurses  against 
allowing   a    Imt-water    bottle    to    touch   the  skin   in  cases  of 
eclampsia.      I   think   that   the   vaginal   mucous  membrane  is 
prolml.l.     in    the  same    condition,   and    if  that  is  the  case    it 
would    account    for     this    fistula    having    f..rmeii.    although 
the    pressure    lasted    only    a    very    few    minutes.       It    must, 
however,    have   been    pretty   severe,   as    the  child   was   fairly 
larye. 

binijnims  of  ,i  \Wico.ra.ii,ml  Fistula.  In  many  cast-s  ther<' 
will  l)e  little  or  no  ditticulty.  as  the  opeui,,-  can  lie  easily  felt. 
It  can  also  be  seen  when  the  perineum  is  drawn  back  with  a 
MHiCulum.  The  bright  red  mucous  membrane  of  the  bladder 
"uii  usually  l)e  observed  protruding.  The  urine  will  be  seen  to 
flow  from  the  openin.  If  it  were  a  case  of  incontinence  oi- 
overflow  from  an  ovtuiistended  bladder,  le  urine  wouKi  b. 
coining,  from  the  urethra.  When  the  opening  is  very  miimte 
there  will  be  more  difficulty  in  the  diagnosis.  You  will  not 
I'o  able  to  feel  or  see  it,  but  if  you  fill  the  bladder  with  a 
coUired  fluid  and  expose  the  anterior  vaginal  wall  by  means 
"f     speculum,  the  coloured  fluid  will  l>e  seen  tricklingthrou-di 
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the  opening.     Thb  fluid  should  be  aseptic.    Boiled  milk  is  oue 
of  the  best  to  use. 

Treatment.— II  the  opening  is  small,  it  may  close  of  itself, 
but  this  cannot  be  counted  on.  If  it  is  one  which  has  formed 
during  the  labour,  it  should  be  stitched  at  once.  When  it  forms 
in  the  ordinary  way,  time  must  be  allowed  for  the  surrounding; 
tissues  to  become  healthy,  so  that  the  operation  cannot  be  done 
until  well  on  towards  the  end  of  the  puerperium.  In  the  first 
case  referred  to  on  page  444,  I  did  the  operation  on  the  four- 
teenth day  of  the  puerperium,  but  there  the  edges  of  the  wound 
were  healthy,  as  there  had  been  no  sloughing.  In  the  second 
case  it  was  not  done  until  about  the  sixth  week. 

The  surrounding  parts  are  often  in  a  very  septic  condition, 
so  the  patient  must  be  prepared  for  some  days  by  having  the 
external  parts  shaved  and  cleansed,  and  the  vagina  and  bladder 
well  douched  with  boracic  lotion.  For  the  operation  special 
instruments  have  been  devised,  such  as  very  long-handled  bis- 
touries, straight  and  angled,  right  and  left,  and  long-tootlied 
forceps.  An  ordinary  narrow -bladed  bistoury,  a  pair  of  sharp 
pointed  scissors,  dissecting  forceps,  and  a  few  pairs  of  ordinary 
artery  forceps,  a  bladder  sound,  a  needle  holder  and  small 
curved  needles,  a  good  duck-bill  speculum,  a  douche  and  a 
catheter  are  all  that  you  require.  Silver  wire  sutures  were 
formerly  much  used,  but  horse-hair  or  fine  silkworm  gut  ones 
are  better.  With  the  patient  in  the  lithotomy  position,  the 
anterior  vaginal  wall  is  fully  exposed  to  view  by  a  broad  duck- 
bill speculum.  Some  operators  prefer  to  have  the  patient  in 
the  Sim's  position,  and  others  in  the  genu-pectoral.  The  sound 
is  passed  into  the  bladder  and  the  edges  of  the  wound  are  then 
to  be  pared  all  round,  special  care  being  exercised  at  the  anjiles. 
The  hemorrhage  can  be  controlled  by  a  stream  of  hot  water. 
Only  the  mucous  membrane  of  the  vagina  is  to  be  pared.  Tlic 
sutures  should  then  be  passed,  in  such  a  way  as  not  to  include 
the  mucous  membrane  of  the  bladdei-.     They  should  go  down 
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to  it,  but  not  through  it.  They  must  be  put  close  together,  and 
special  care  must  be  taken  at  the  angles  of  the  wound.  When 
they  are  tied,  the  bladder  should  be  filled  with  coloured  fluid  to 
see  if  it  is  quite  tight.  If  it  leaks,  more  stitches  must  be  in- 
serted. A  retention  catheter  is  recommended  by  some,  but  it 
is  not  necessary,  and  may  irritate  the  bladder  and  do  harm. 
The  urine  should  be  drawn  off  in  from  four  to  six  hours,  and  as 
soon  as  the  patient  can  pass  it  herself  allow  her  to  do  so.  The 
stitches  may  be  removed  in  ten  or  twelve  days.  To  facilitate 
their  removal  they  should  1)6  left  long.  The  bladder  should 
then  be  again  tested  with  coloured  fluid.  If  there  is  any  leak- 
age, the  sinus  may  be  closed  at  once,  provided  the  parts  are  quite 
healthy,  but,  as  a  rule,  you  will  have  to  delay  operating  for  a 
week  or  two. 

The  operation  is  not  entirely  free  from  risks.  If  the  mucous 
membrane  of  the  bladder  is  pared  it  may  bleed  profusely,  and 
again,  if  the  stitches  are  passed  through  it,  serious  bleeding  may 
occur  into  the  cavity  after  the  opening  is  closed.  If  the  fistula 
is  a  large  one  {i.e.,  broad  in  the  transverse  direction),  one  or 
both  ureters  may  be  caught  in  the  stitches  at  the  point  where 
they  penetrate  the  bladder  wall  obliquely.  If  such  an  accident 
occurs,  the  patient  will  soon  begin  to  complain  of  severe  renal 
pain  and  to  show  uraemic  symptoms.  In  that  case  the  stitches 
must  be  removed  at  once. 

Sometimes  you  may  get  a  better  result  by  a  flap  splitting 
operation,  i.e.,  by  sepai-uting  between  the  vaginal  and  vesical 
mucous  membrane  all  round.  This  is  especially  the  case  if 
the  fistula  is  large,  as  you  do  not  then  require  to  remove  any 
tissue. 

In  very  extensive  fistulae  where  the  base  of  the  bladder  is 
almost  entirely  destroyed,  the  body  of  the  uterus  may  be  utilised 
to  close  the  opening,  as  practised  by  Freund.  He  opened 
Douglas's  pouch  and  drew  the  retroflexed  uterus  into  the  vagina 
and  scraped  on  both  sides  until  it  bled.     This  rawed  surface 
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was  sutured  to  the  freshened  edges  of  the  fistula,  so  as  to  cIopp 
the  gap.  To  allow  of  the  escape  of  monstnml  blood  ho  tli,.„ 
removed  a  wedge  from  the  fundus  uteri.  Sometimes  the  cervix 
has  been  stitched  into  the  opening  to  close  it.  Menstruation 
will  then  occur  through  the  bladder.  In  women  beyond  the 
menopause  the  vagina  may  lie  closed  entirely,  the  urethra,  of 
coui-se,  being  left  free. 

Vesico-utcro-vaginal  Fistulae.-These  open  close  against 
the  cervix,  which  frequently  has  its  anterior  lip  partially  or 
completely  destroyed.  They  are  caused  either  by  extensive 
sloughing  or,  more  frequently,  by  a  tear  <.f  the  cervix  extend- 
ing into  the  vaginal  vault  and  bladder.  Such  an  accident  may 
happen  in  attempting  to  dehver  through  an  undilated  cervix 
When  due  to  a  tear,  partial  healing  take^  place  in  the  lower 
part  of  the  cervix,  but  an  opening  remains  into  the  cervical 
canal  and  another  into  the  vagina. 

Treatnient—VfhBn  due  to  tears  they  may  heal  spontaneously 
especially  if  touched  with  silver  nitrate.  When  an  operation  is 
required,  an  incision  should  be  made  in  the  anterior  fornix,  and 
the  cervix  and  bladder  separated  until  you  get  above  the  tistuL,. 
taking  care  not  to  open  into  the  peritoneal  cavity.  The  ed>'es 
of  the  fistula  should  then  be  pared  down  to  the  vesical  mucous 
membrane,  and  the  gap  closed  by  sutures,  as  in  the  ordinary 
vesico-vaginal  variety.  You  may  use  buried  sutures  of  cat^nit, 
and  then  close  the  opening  in  the  vaginal  vault,  or  use  silkwoin, 
gut  ones,  and  leave  the  vaginal  incision  to  granulate. 

Vesico-uterinc  Fistulae.-These  are  caused  in  the  same 
way,  either  by  tearing  or  sloughing.  If  the  opening  is  s  ,11 
the  patient  will  probably  pass  some  urine  naturally ,  and  - 
may  lead  to  the  erroneous  conclusion  that  the  fistula  com- 
municates with  one  of  the  ureters  and  not  with  the  bladder. 
This  point  is  easily  settled  by  injecting  milk  into  the  blad.Ki. 
If  it  is  a  vesical  fistula  the  milk  will  run  out  of  the  cei-vix.  and 
if  it  is  ureteral  none  will  appear. 
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Treatment.— The  operation  is  exactly  the  same  as  that 
described  for  vesico-utero-vaginal  fistulse.  You  should  close 
the  cervical  opening  if  you  intend  to  close  the  incision  in  the 
\aginal  vault,  otherwise  you  may  leave  it  to  granulate 

Urctero-vaginal  Fistulae.-In  these  the  opening  is  between 
a  ureter  and  the  vagina.  It  will  be  high  up  in  the  vaginal 
fornix.  The  urine  will  be  observed  to  trickle  from  a  small 
raised  papilla.  A  probe  can  be  passed  into  it.  If  the  bladder 
is  filled  with  milk  it  will  not  discolour  the  urine  discharged  from 
the  sinus. 

Treatment.— An  attempt  should  be  made  to  repair  the  open- 
ing  by  rawing  the  edges  and  stitching  it,  but  before  doing  this 
•t  IS  necessary  to  make  sure  that  the  part  of  the  ureter  between 
the  fistula  and  the  bladder  is  patent.     This  can  be  done  by 
passing  a  probe  downwards  into  the  bladder  or  upwards  from 
the  bladder.     If  it  is  blocked  no  attempt  should  be  made  to 
close  the  fistula  from  the  vagina.     If  you  fail  to  close  it  from 
the  vagina,  or  if  the  lower  part  is  impervious,  you  may  implant 
the  ureter  into  the  bladder.     To  do  this  an  abdominal  section 
will  be  necessary.     The  ureter  must  be  divided  at  the  fistula 
and  the  end  of  it  freed  sufficiently  to  allow  of  its  attachment  to 
the  bladder.     A  small  opening  is  then  made  in  the  bladder 
wall,  and  the  end  of  the  ureter  drawn  into  it  by  means  of  a 
long  slender  pair  of  forceps,  which  have   been  passed  up  by 
the  urethra  and   through   the   opening.     It  is  then  stitched 
111  position. 

In  the  event  of  this  failing,  extirpation  of  the  kidney  will 
have  to  be  seriously  considered,  but  this  should  only  be  under- 
taken as  a  last  reso.t. 
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CHAPTER  XXXIV. 

COMPLICATIONS  OP  THE  PUERPEHIUM  (Co„n,n,e,l). 

Kecto-Vaginal  Fistute-Central  Tear  of  the  Perineum- Pr^'apsed  and 
Inflamed  Hiemorrl.oids-Fissure  of  the  Auus-Injuries  to  tl.e  Vagina 
— l^tenue  Complications-Laceration  of  the  Cervix-Cascs-Inv.r- 
8ion  of  the  Uterus-CaseH-Displacementg  of  the  Uterus-Prolapse- 
Ketro-displacementH, 


Recto-Vaqinal  Fistula. 
These  are  more  frequently  caused  by  direct  tearing  than  are 
the  vesical  ones.     When  the  perineum  is  completely  torn  the 
rectum  is  involved,  and  the  tear  may  extend  for  a  considerable 
distance  up  its  anterior  wall.     Tears  of  the  vaginal  wall  are 
often  present  without  the  rectum  being  involved,  unless  the 
perineum  has  gone  too.     I  have  often  found  deep  tears  which 
have  passed  down  by  the  side  of  the  rectum  and  not  into  it 
The  surrounding  loose  cellular  tissue  tears  much  more  readily 
than  the  muscular  tube,  so  the  rectum  often  escapes.     If  tlie 
fistula  is  caused  by  pressure,  it  will  be  some  days  before  the 
slough  separates,  just  as  with  the  vesical.     The  opening  may 
be  m  any  part  of  the  vaginal  wall.     The  entire  posterior  wall, 
mcluding  the  perineum,   may  be  destroyed,   thus  formin-  a 
cloaca. 

If  the  opening  is  large,  faeces  will  be  passed  by  thr  ^-inu, 
but,  if  it  is  small,  flatus  alone  may  pass.  The  flatus  is  .  .iially 
passed  with  a  peculiar  bubbling  or  hissing  sound,  and  as  the 
patient  has  no  control  over  it  she  is  often  greatly  embarrassed 
by  It  occurring  at  undesirable  times.  It  may  cause  her  gieat 
distress  of  mind. 
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The  Dia'jno^is  is  usuall.,   eas\    unless  the  opening  is    very 
minute.     The  opening  ';an  be  both  felt  and  seen. 

Treatment.— When  d.ere  is  any  tearing  of  the  vaginal  walls 
during  1m hour  they  should  at  once  be  carefully  stitched.  When 
the  perineum  and  posterior  vagmal  nail  are  torn  into  th(*  rectum, 
the  parts  should  be  thoroughly  cleansed  and  repaired.  The 
rectal  wall  should  first  be  closed  with  catgut  sutures  passed 
from  the  bowel  and  tied  inside.  Then  when  the  bowel  is 
close.!,  the  vaginal  wall  and  i^rineum  should  be  closed  also 
Rir<worm  gut  sutures  are  the  best  for  the  perineum,  and  they 
should  be  passed  deeply  in.  Provided  that  s-.psis  does  not 
supe-rv-ene,  the  parts  will  heal  completely. 

The  bowels  should  be  moved  on  the  third  dav  by  castor  oil 
and  they  should  not  be  allowed  to  become  constipated. 

Small  fistula,  will   occasionf.lly  heal  spontaneouslv  if  kept 
clean,  but  a  plastic  operation  will  usually  be  required. 

Opemda,,. —When  sloughing  has  ceased  and  the  surroundin- 
parts  are  healthy,  the  patient  should  be  prepared  bv  havin" 
the  bowels  well  eleared.  and  the  vagina  douched  with  a  non- 
poisonous  antiseptic  for  several  days  before  the  opeiation       If 
tlie  fistula  is  high  up,  it  can  be  exposed  by  drawing  the  perineum 
back  when  the  patient  is  in  the  lithotomy  position.     The  ed-res 
should   be  pared  and   the  recto-vaginal   septum   sj)lit   with"  a 
l)luut  dissector  foi-  from  \  to  i  an  inch  all  round.      This  enal)les 
>ou  to  i,ring  the  rectal  part  and  the  vaginal  part  together  with 
sepamte  sutures.     The  rectal  part  is  closed  bv  interrupted  cat- 
gut  sutures    passed    through   the    submucous  tissue,  but  not 
mcludmg  the  mucous  membrane.     Tiiev  are  tied  and  cut  off 
short,  and  buried  l)y  the  next  row  of  sutures  which  close  the 
vagmal  part.     The  rectal  sutui-es  are  sometiuies  passed  from  the 
bowel  attd  tied  in.idc  the  bowel.      Silkworn.  gut  mav  be  uso.l 
fur    tne   vag-.ual    sutures  ;  the>-  should  be  removed  in    about 
ten  days.     The  bowels  may  be  left  undisturl>ed  for  a  week 
and  then  clei-red  by  an  olive  oil  injection. 
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When  the  fistula  is  close  to  the  sphincter  the  best  way  is  to 
cut  through  the  remains  of  the  perineum  and  then  split  up  the 
recto-vaginal  septum,  as  in  doing  a  Tait's  operation  on  the 
I)erineum.  The  rectal  wall  should  Hrst  be  closed  with  catgut 
sutures,  passed  from  \  ithin  the  bowel,  tied  and  cut  short. 
The  vaginal  wall  is  treated  in  the  same  way.  The  operation  is 
then  finished  like  an  ordinary  repair  of  the  perineum,  bypassinj^ 
from  four  tc  six  deep  silkworm  gut  sutures.  Before  tying  these 
the  raw  surface  should  l)e  very  carefully  cleansed  with  1  to 
2,000  perchloride  of  mercury  solution,  for  fear  it  may  have  l)een 
contaminated  from  the  rectum. 

Central  Tear  of  the  Perineum.— The  presenting  part  of 
the  child  occasionally  passes  through  the  centre  of  the  perineum. 
In  most  cases  the  tear  extends  forwards  into  the  vulva,  making 
a  complete  rupture,  but  occasionally  this  does  not  occur  and  ii 
central  rupture  is  left. 

The  following  case  is  the  only  one  I  have  ever  seen. 
Fourteen  years  ago  this  patient  was  attended  in  her  first 
confinement  by  two  students  from  the  Maternity  Hospital. 
The  patient  says  that  the  tear  occurred  then,  but  the  students, 
if  they  observed  it,  failed  to  report  it,  as  the  labour  is  entered 
as  a  normal  one.  The  present  confinement  is  her  eighth. 
When  the  head  was  at  the  vulva  a  band  of  tissue  was  seen  to 
1)6  stretched  over  it,  and  the  nurse  slipped  this  towards  the 
left  side,  when  the  head  was  at  once  expelled.  The  eight 
children  have  all  been  born  through  the  abnormal  openin;', 
as  the  normal  vulvar  cleft  has  evidently  never  i)een  distended. 

At  her  first  labour  the  head  evidently  came  through  the 
centre  of  the  perineum,  and  the  tear,  instead  of  passing  into 
the  vulva,  liad  extended  forward,  completely  separating  tlie 
right  labium  minus  along  its  junction  with  the  labium  maju>. 
The  tear  extends  as  far  forwards  as  the  cHtoris.  The  condition 
does  not  cause  the  patient  any  inconvenience.  Until  the  parts 
are  separated  you  would  hardly  notice  anything  was  wrou^. 
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I  am  indebted  to  my  friend,  Dr.  John  Lindsav,  for  the  ex- 
ceUent  dmwing.  Besides  doin«  the  drawiuK.  Dr.' Lindsay  has 
furnished  me  with  the  following  extract  from  an  articic  or 
"Generation."  in  Harvey's  works,  which  is  vcrv  intfrostin^'. 


^^^^        .r^v^Wt  L^bl 


U'Wi. 


,Tn(*  Vulvar 


•^WPj|*»%^  ■ 


eiiC^ 


16^ 


Fig.  28.~01d  central  rupture  of  tlic  perineum. 

although   we   cannot   subseriho    lu  his   conclusioi.    us    to   the 
cause : — 

"  A  white  mare  of  great  beauty  had  been  presented  to  Her 
Serene  Highness  the  Queei.,  and  in  order  that  its  symmetry 
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and    usefulness   mi«ht  not   \^.  impaired    by   foal-f)earing.   the 
Krooms,  as  is  the  custom,  had  infibuluted  the  animal  with  iion 
nngs.     This  maie  (by  what  chance  I  know  not.  nor  could  th.. 
grooms  inform  me)  was  got  with  f.ml ;  and  at  length,  when  n.. 
one  suspected  anything  of  the  kind,  she  foaled  in  the  night, 
and  a  living  foal  was  found  the  next  morning  by  the  mother's 
side.     When  I  heard  of  the  circumstance,  I  went  immediately 
to  the  place,  and   found  the  sides  of  the  vulva  still  fastened 
together    by  the  rings,  but  the  whole  pudendum  on  the  left 
side  so  thrust  and  torn  away  from  the  pelvis  by  the  almost 
mcredible  etiorts  of  the  fcetus.  that  a  gap  sutticiently  wide  was 
made  to  admit  of  its  escape,  such  is  the  force  and  vigour  ol 
a  full  gi-own  and  liealthy  fetus." 

A  similar  condition  may  arise  from  an  ordinary  torn  perineum 
which  heals  in  front  and  behind,  but  fails  to  unite  in  the 
centre.  If  the  opening  is  a  very  small  one  it  will  probably 
close  of  itself,  especially  if  the  edges  are  touched  with  pu.v 
carbolic  acid,  but  if  it  does  not,  the  front  bridge  of  tissue  shoul.l 
be  cut  tnrough,  and  an  ordinary  repair  done,  by  rawing  the 
edges  and  stitching  the  parts  carefully. 

The  immediate  repair  of  a  central  tear  would  not  ditfer  from 
that  of  an  ordinary  tear,  except  that  you  would  probably  ha\(. 
to  cut  througli  the  anterior  bridge  of  tissue  to  get  the  vaginal 
tear  properly  closed. 

Prolapsed  and  Inflamed  Haemorrhoids.— A  very  laiji. 
number  of  confinement  cases  suffer  from  hemorrhoids.  Ti"  > 
pressure  of  the  presenting  part  is  very  liable  to  cause  engorge- 
ment and  prolapse  of  the  lower  part  of  the  bowel.  If  tl.e 
ha3morrhoids  are  much  congested,  the  patient  will  suffer  great 
pain  from  them,  and  probably  have  retention  of  urine. 

Treatme at. —Koi  fomentations  should  be  applied  to  relie\e 
the  congestion,  and  if  there  is  much  pain  morphia  suppositories 
or  sedative  ointments  should  be  used.  As  soon  as  the  bowels 
are  thoroughly  cleared  the  suffering  is  usually  relieved. 
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Fissure  of  the  Anus. — The  rectal  mucous  membrane  in 
very  often  fis  ured  during  the  passage  of  the  head.  In  the 
majority  of  cises  tho  fissures  heal  without  causing  any  trouble, 
hut  occasionally  a  very  painful  condition  is  left  l)ehind.  A» 
II  rule  the  patient  does  not  complain  of  tl  ,  pain  until  some 
time  after  the  ooniinement.  If  she  has  pain  she  probably 
considers  it  arises  in  the  vagina,  and  she  expectn  it  to  come 
right  shortly.  Occasionally,  aowever.  the  suffering  is  so  grea. 
within  a  day  or  two  after  the  confinement  that  the  iwtiont 
complains  bitterly  of  it.  I  have  seen  one  marked  case  of  this. 
The  fissure  was  so  painful  that  large  doses  of  morphia  failed 
to  give  relief,  and  I  had  to  chloroform  the  patient  and  stretch 
the  rectal  sphincter  thoroughly.     This  was  effectual. 

Treatment. — Put  the  patient  djeply  under  chloroform,  and 
thoroughly  stretch  tho  sphincter  so  as  to  paralyse  it.  Cutting 
through  the  base  of  the  fissure  is  an  older  method  of  treatment, 
but  I  think  the  stretching  is  l)etter,  provided  always  it  be 
thoroughly  done. 

Injuries  to  the  Vagina.— Fistulir  and  lacerations  have 
already  been  dealt  with.  In  most  cases  of  labour  there  is 
more  or  less  injury  to  the  vagina.  J.  may  be  either  in  the 
upper  part  of  the  canal  or  in  the  vulva.  Lacerations  about 
the  vestibule,  though  small,  may  give  rise  to  considerable 
haemorrhage.  The  plexus  of  veins  which  lies  there  is  very 
apt  to  be  varicose,  and  if  it  is  opened  into  the  bleeding  will  ..e 
profuse.  In  such  a  case  stitching  is  necessary.  I  have  seen 
several  cases  in  which  stitching  was  required.  If  the  tear  is 
near  the  urethra,  care  must  lie  taken  not  to  include  it  in  a 
stitch. 

Although  the  vagina  may  not  be  lacerated,  the  mucous  mem- 
brane may  he  injured  by  the  pressure  of  the  presenting  part. 
If  the  parts  are  kept  perfectly  aseptic,  no  bad  results  will  'ollow, 
but  if  septic  organisms  gain  a  footing  a  puerperal  ulcer  will 
form.      It   will   present   a   greyish,  sloughing    base  with  an 
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inflamed  mar.        There  will  be  a  profuw  foul  di«,Wge.  and 
the  temperature  and  pulse  will  rise.  b  »      « 

The  Treatment  consist*  in  thoroughly  cleansing  the  part,  an.l 
applymg  pure  carbolic  acid  to  the  ulcer,  and  then  dS^ti^g  i, 
with  iodoform  powder.  Vaginal  douching  m  such  a  case  may 
do  harm  by  carrying  some  of  the  putrid  material  into  the 

should  be  ramed  ..  .he  patient  propped  up.  U.e  application  of 
oar.K,hc  wdl  usually  be  sufficient,  but  the  ulcer  shoJJd  be  kept 
clean  and  have  iodoform  applied  daily  until  it  heals.     Tl!e 

surface''  ''^"*''  '"  "  ''""  ^'^'  """^  ''*^'  *  '^"*"'  ^•^^'^^y 
.uhV!'",°?-  ^°°»P»"**o»» -Some  of  these,  viz.,  after-p. 

reftl'u  7^^'""^""°'""°°'*"^  '^*"'»  ^»-  already  been 
referred  to  (Chanters  xiii.  and  xxxiii ) 

ant^oT"''""^  *^'  Cervi,.-This  is  an  accident  which  is 
apt  to  happen  many  case  in  which  delivery  is  effected  before 
the  OS  xs  fuUy  dalated.     In  treating  of  h«n.,rrhage.  cases  hav. 

delivered,  ,t  also  occurs  in  natural  deliveries.  If  you  were  to 
examme  all  your  cases,  you  would  find  more  or  less  tearing  of 
the  cervix  m  a  large  number  of  them,  especially  among  prfmi- 
par«.  With  even  a  fairly  large  bilateml  tear  there  may  not  l,e 
much  bleeding,  but  if  the  uterine  artery,  or  a  large  branch  of  it, 

fatlriM.  ^r^^  ^^'  "'"  ^  '''^' '''''''  ^°^  -»y  «-«°  prove 
fatal.    If  the  tear  extends  beyond  the  cervix,  the  uterine  arterv 

-  very  liable  to  be  torn.  A  small  tear  in  the  cervix,  in  a  cLe 
of  placenta  previa  may  cause  excessive  post-partum  hemor- 
rhage. These  cases  have  been  referred  to  in  dealing  with 
placenta  praevia. 

The  immediate  risk  from  a  tear  of  the  cervix  is  hemorrhage. 
^vhIlo  the  remoter  risk  is  the  greater  liabiUty  to  septic  absorp- 

The  Diagnosu  can  easily  be  made   by  touch,  and  also  hy 
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?  it.     In  a  OMe  of  po«t. 
II  re(rao(«d,  one  should 


drawing  down  the  cervix  and  inspect' 
partuni  htemorrhaKe,  if  khe  uterus  is 
nt  once  suspect  laceration  of  the  cervi 

Treatmnt.  -In  slight  cases  naniral  repair  will  occur 
during  the  puerperium,  but  if  the  teiw  is  deep,  if  it  is  not 
stitched,  the  cervix  will  remain  perraan.  itly  fissured  and  prob- 
hi)ly  require  a  secondary  repair.  When  the  tear  is  large,  e>  -n 
if  there  is  no  hemorrhage,  it  she  'Id  l)e  stitched  at  once  The 
parts  are  ho  dilated  that  it  is  riuite  easy  t<.  do  this.  By  draw- 
ing  down  both  lips  the  cervi-  -nm  be  expo*,  d  and  the  stitches 
easily  passed  with  a  curv.  ^.     C^,   f,  which  will  not 

absorb  under  a  week,   nui  verv  suitaik.  suture.     The 

stitches  must  be  tied  tight  a  imjir-n  will    ^  oidematou*. 

The  three  following  cast  -  ir       be  tak  n  as  u  tiatrative  :— 


Case  I. — A  pilmipara,  ftfw 
have  something  protruding.'  ft 


rmturai  kbmir,  was  found  to 
the  vuU^     On  p^  %)iiining  this. 


the  house  surgeon  discovery. i  ihat  it  vv»k  the  anterior  lip,  and 
that  there  was  an  extensive  i)iiaterH  i  th«^  cen  ix.     There 

was  no  bleeding.     I  put  f:ve  or  si..      i^h^  m  each  side.     At 
the  end  of  the  puerinsriuui  healing  \t  a«  couopl^^t*. 

Cane  //.—In  a  case  of   ajduoti*.'?  of  la»x)  ir  in  a  contracted 
pelvis,  delivery  had  to  u.    efiFecte!  forceps.     The  cervix 

was  lacerated  towards  ae  1«*  «=^  (^-iderable  bleeding 
continued  during  the  d»mching,  m  f»  la«er.ition  was  stitched 
witV,  3hroraic  acid  catgut.  This  ,-  «  teiy  stopped  the  bleed- 
ing.  When  the  patient  left  the  bo 
but  the  stitches  had  not  absorbed 
later,  and  they  were  as  sound  as 

delivered  this  patient  of  another  hve  child  I  y  induction  witT 
forceps,  without  tearing  the  cervix. 

Casfi  ///.—This  patient  had  an  r-;eeedingiy  pendulous  abdo- 
men. The  cervix  had  evidently  been  badly  torn  in  one  of  her 
former  labours.  The  anterior  h-j  was  very  cedematous  and 
protruded  at  the  vulva.     The  child,  which  weighed  lU  lb., 


the  cervix  was  healed, 
I  i  t-moved  them  six  weeks 
hen  put    ',.     f  have  since 
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w»f  ddivered  »liv«  with  axw-tr  ction  foroefw.  hut  svith  fh.. 
utinont  difficulty.  The  uterun  retraotmi  well  after  tho  plftcentu 
wtts  expellee!,  but  copioiw  bleedinx  ionfinue<l.  ini.l.ntly  front 
the  cervix.  I  iit  r,nc«  phi««wi  the  uteruH  uiui  cervix  with 
iodoform  xaiue,  Hiid  the  vuKinu  with  uM'ptic  wr)ol.  Thin  con- 
trolled  the  hajmorrhaxf  completely.  t)n  retiiovinK  th«.  pli^ 
next  day  there  wan  no  Wealing.  In  this  cam'  pIuKKinK  w.i> 
preferable  to  Htitchin«.  «h  therr  wan  no  HitiKle  fre^h  Incerati..,, 
of  the  cervix. 

In  a  few  rare  oases,  a  rinR  of  the  cervix  is  torn  off  by  tli.. 
advancing  head.  I  have  never  seen  a  case  of  thin  kind,  but 
Hirst  records  two.  Kxtreme  riKldity  of  the  lower  part  of  tli.- 
cervix.  /.••..  of  the  part  inmiediately  round  the  oh  externum, 
seems  to  l)e  the  cause.  In  Hirst's  cases  there  was  no  excesnive 
bleeding,  and  the  patients  did  well.  If  blee<lin«  does  occur  tli.- 
bleeding  points  should  l>e  cau«ht  and  tied  if  iwssible,  ami,  fail- 
in«  this,  the  uterus  and  vagina  should  Iw  very  firmly  plugge<l 

Inversion  of  the  Uterus.— This  usually  hapi^ns  during, ... 
shortly  after,  the  jnd  of  the  third  stage  of  labour,  but  it  um.\ 
occur  later  during  the  puerperium.  Fortunatel\  it  is  a  rare 
occurrence.  In  51,290  cases  m  the  Glasgow  Maternity  Hos- 
pital ;♦  only  occurred  three  times,  and  of  these  two  recoveiva. 
In  the  fatal  case  there  was  the  further  .  jmplication  of  placenta 
prasvia.  The  accident  occmred  in  the  hands  of  a  midwife,  and 
as  the  patient  did  not  die  for  six  days,  sepsis  was  probably  the 
cause  of  death.  The  following  two  cases  are  the  only  one>  I 
have  seen  : — 

Case  /.—Mrs.  C,  tet.  twenty-two,  ii.-para,  was  attended  In  a 
midwife.  The  labour  had  begun  alwut  1  a.m.,  and  the  child  had 
Ijeen  bom  at  4.30  a.m.  Alx.ut  twenty  minutes  after  the  birth  of 
the  child  a  strong  expulsive  pain  had  brought  something  awny. 
The  midwife  said  that  she  had  not  pressed  on  the  fundus  or 
pulled  on  the  cord.  When  the  mass  appeared  at  the  vulva  -he 
lifted  the  placenta  off,  as  it  was  not  attached  to  the  inveited 
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uterun.  There  wa«  no  )t,vmi  blueUing,  o.it  the  fmtivnt  lie&arnu 
frightfully  oollapted.  i  saw  her  half  an  hour  btor  aud  fouml 
her  juHt  l»reiithin><  her  limt.  Tho  iiivtirted  utorun  luy  l)etwe«n 
h«r  thighn  oouipletelx  ouUiih!  thu  vulvii,  ho  tluj  vii^ina  was 
inverted  an  well  an  the  uterun.  There  had  not  Imon  much 
liuiniorrhaKu.  Death  had  evidently  heeii  oauHcd  by  nhouii. 
Ti.^ie  \va8  nothiuK  to  account  for  the  invernion.  The  {Haient 
had  apparently  Iwen  (juito  healthy,  and  had  l>eun  xoinx  about 
iiH  UHual  on  the  evening  hi-for*'  the  laljour  came  «)n.  The  lalxiur 
hatl  Iwen  quite  natural,  and  I  am  pretty  conti«lent  the  midwife 
had  not  made  traction  on  the  conl.  The  cord  waH  an  ordinary 
length.  So  far  m  I  could  make  out  tho  placenta  had  been 
attached  to  the  fundus.  From  the  midwife'n  description  of  the 
third  staxe,  the  uterus  seems  to  have  remained  in  a  state  of 
in«3rtia  for  nearly  twenty  minutes  and  thoti  to  have  suddenly 
contracted  very  violently.  She  said  there  was  only  one  expul- 
sive pain.  Possibly  the  weight  of  the  placenta  attached  to  the 
fundus  of  the  relaxed  uterus  had  caused  the  fun«lus  to  sag  down, 
ikud  when  the  contraction  had  come  on  the  placenta  and  fundus 
had  been  caught,  and  the  inversion  completed.  The  violence  of 
tlie  conti-ttction  had  probably  inverted  the  vagina  and  separated 
the  placenta  at  the  same  time. 

Case  II. — Mrs.  P.,  aet.  twenty-one.  ii.-{)ttni. 

This  patient's  first  pregnancy  had  ended  at  the  seventh 
month  in  a  premature  laboui-  with  a  still-born  child.  When 
tiiree  months  pregnant  the  second  time  she  hatl  been  threatened 
with  &L  abortion.  During  the  later  months  of  the  pregnancy  she 
had  8ufifei?d  from  profuse  leucorrl,  »al  discharge,  so  bad  at  times 
that  it  used  '  to  drop  on  the  lloor  ".  When  labour  l)egan  the 
membranes  rup^ired.  Some  hours  later,  when  Dr.  Christie, 
hut  medical  aticnaant,  saw  her,  the  os  was  the  size  of  a  shilling. 
Some  eight  hours  later,  when  the  os  was  fully  dilated,  the  pains 
began  to  weaken,  so  he  administered  chloroform  and  delivered 
with  forceps.     The  delivery  was  easy,  but  the  perineum  rup- 
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ti^ed.  The  child  was  aUve.  During  the  third  stage  Dr 
Christie  kept  his  hand  on  the  fundus,  but  did  not  press  firmly 
upon  It.  The  placenta  was  soon  expelled,  but  the  membmnes 
were  attached  to  a  body  which  also  appeared  at  the  vulva  and 
which  Dr.  Christie  at  once  recognised  to  be  the  inverted  uterus 
He  quickly  stripped  the  membranes  off  and  pushed  the  body 
back  into  the  vagina,  compressing  it  to  stop  the  hjemorrha.'e 
The  patient  at  once  showed  signs  of  extreme  collapse.  Brandv 
was  promptly  administered. 

When  I  reached  the  patient,  about  an  hour  later,  she  was 
very  collapsed,  but  had  rallied  slightly.     She  had  lost  a  good 
deal,  but  not  an  alarming  amount  of  blood.     Her  pulse  was 
barely  perceptible  at  the  wrist.     She  complained  bitterly  of  a 
terrible  bearing  down  pain.     She  was  at  once  given  ./„  "v  ..f 
strychnine,  and  Dr.  Sinclair,  who  was  also  present,  gave  her  a 
normal  saUne  infusion  of  2  pints  under  the  right  breast,  while 
Dr.  Christie  administered  chloroform  and  I  reinverted  the  uterus 
It  was  completely  inverted.     With  my  fingers  in  a  cone  shape 
I  pressed  the  centre  of  the  fundus  up,  and  as  soon  as  she  went 
deeply  under  the  chloroform  I  felt  the  constricting  ring  yield 
and  the  remainder  of  the  reinversion  was  quickly  accomplished 
with  the  closed  fist.     I  then  stripped  off  aad  removed  several 
pieces  of  adherent  membranes  and  gave  a  copious  lysol  douche 
Two  stitches  were  put  into  the  perineum.     A  hypodermic  of 
ether  was  given  and  frequent  doses  of  brandv  by  the  mouth 
The  pain  disappeared  entirely  after  the  uterus  was  reinverted 
Twelve  hours  later  she  had  rallied  considerably.    On  the  fourth 
day  her  temperature  rose  to  103'  F.,  but  an  intra-uterine  douche 
of  lysol  quickly  brought  it  down  to  normal.     Beyond  sutferin- 
from    retention  of   urine    for  five   days  she   had    no  furthe^ 
trouble. 

In  this  case  there  was  no  question  of  traction  upou  the  cord. 
or  undue  pressure  from  above.  It  looks  as  if  the  invers.on 
had  been  caused  by  the  firmly  adherent  membranes  drag-in-  the 
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fundus  down  as  the  placenta  was  expelled.     The  placenta  litul 
apparently  not  been  adherent. 

Causes. — In  spontaneous  cases  there  is  probably  at  first  com- 
plete inertia  of  the  uterus.  The  placenta  remains  attached  (it 
may  be  adherent),  and  from  its  weight,  especially  if  it  be 
attached  near  the  fundus,  it  drags  down  the  uterine  wall. 
When  a  contraction  comes  on,  if  the  inverted  portion  is  caught, 
the  process  will  be  continued  until  the  body  of  the  uterus  is 
forced  into  the  vagina.  If  the  vagina  also  is  inverted  the  body 
will  protrude  at  the  vulva.  The  most  frequent  cause  of  inver- 
sion is  either  traction  on  the  cord,  or  pressure  on  the  fundus 
from  above.  In  such  cases  inertia  must  be  present  or  the 
uterine  wall  could  neither  l)e  pulled  nor  pushed  down.  If  the 
uterus  were  at  all  retracted,  the  cord  would  break,  or  the 
placenta  tear  off,  before  inversion  could  be  caused.  It  is  occa- 
sionally caused  during  the  puerperium  by  severe  straining  at 
stool. 

Symptoms.— There  is  a  sudden  indication  of  profound  shock, 
accompanied  by  some  haemorrhage.  This  will  probably  have 
l)eeu  preceded  by  a  strong  expulsive  pain. 

Diai/nosis. — If  the  hand  is  placed  on  the  abdomen  no  uterine 
tumour  can  be  felt,  and,  if  the  abdominal  wall  is  at  all  lax,  a 
groove  is  felt  where  the  uterus  buould  l)e.  A  vaginal  examin- 
ation will  at  once  reveal  a  mass,  in  the  vagina,  or  protruding 
from  it.  The  placenta,  if  not  previously  expelled,  will  still 
be  attached,  or  lying  on  the  mass.  Care  must  be  taken 
not  to  mistake  a  fibroid  polypus  for  the  uterus.  If  the  pro- 
truding mass  is  a  polypus  you  should  still  be  able  to  feel  the 
uterine  tumour  in  the  abdomen,  and  to  pass  a  sound  into  the 
cavity  of  the  uterus  by  the  side  of  the  mass. 

Proijnusis. — It  is  a  very  grave  condition.  The  patient  may 
die  from  shock  or  htemorrhage  in  a  very  short  time,  and  if  the 
inversion  is  not  quickly  relieved  she  may  die  from  exhaustion, 
from  repeated  haemorrhage,  or  from  sepsis. 
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Treatment— If  the  inversion  is  only  partial,  spontaneous 
reduction  may  occur,  but  we  must  not  reckon  on  this.  Eeduc 
tion  should  be  attempted  at  once.  In  the  majority  of  cases  if 
the  attempt  is  made  within  a  few  hours,  success  will  follow 
After  forty-eight  hours  the  chances  are  that  you  will  not 
succeed,  and  it  is  then  probably  better  to  wait  until  involution 
has  taken  place,  unless  sepsis  has  set  in  when  the  uterus 
should  be  removed. 

If  the  placenta  is  still  adherent  some  advise  that  it  should  Lo 
left,  but  I  think  it  should  be  peeled  off.     The  uterus  should 
hrst  be  thoroughly  cleansed.     If  the  operation  is  done  imnw. 
diately  chloroform  may  not  be  necessary,  but  if  a  few  hours 
have  passed   it    should    l,e   administered.      Taxis   should   he 
applied  by  the  hand  and  not  witl"   instruments.     The  cent.-  tl 
taxis,  as  first  described  by  McClintock,  is  the  one  most  fre- 
quently used  in  recent  cases.     The  closed  fist  is  steadily  pushed 
against  the  fundus  until  the  uterus  is  reinverted,  and  the  hand 
IS  kept  inside  the  organ  until  retraction  has  taken  place      \ 
second  method  is  to  grasp  the  uterus  in  the  hand,  and  while 
compressing  push  it  upwards  and  forwards  in  the  pelvic  axis 
Another  method  is  to  grasp  the  body  in  the  same  way,  and 
then  press  firmly  upwards  with  the  thumb  on  the  anterior  part 
of  the  mass.     Whichever  method  is  used,  care  must  be  taken 
to  press  in  the  axis  of  the  pelvis,  or  fi..  uterus  may  simply  ho 
driven  against  the  promontory  of  the  sacrum.     If  some  tnne 
has  elapsed  manual  taxis  will  probably  fail.      Vaginal  tampons 
sometimes  succeed.    Pinard  considers  Champet^r  de  Ribes'  l,ac. 
possesses  advantages  over  all  other  plans.     The  bag  is  fille.l  in 
the  vagina,  and  by  its  pressure  it  gradually  reinverts  the  or^an 
When   the  reinversion  is  accomplished  an  antiseptic  iiura- 
uterme  douche  must  be  given  at  once.     To  combat  shock  the 
patient  should  be  freely  stimulated  and  a  large  saline  infusion 
administered. 

If  the  circulation  has  been  interfered  with  gangrene  of  the 
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uterus  will  occur,  and  in  such  cases,  and  in  those  which  are  verv 
septic,  total  extirpation  by  the  vaginal  route  should  be  done  at 
once. 

In  cases  where  you  fail  by  taxis  or  by  elastic  pressure  in- 
volution should  be  allowed  to  occur  before  making  further 
attempts.  The  tendency  of  the  present  day  is  to  deal  with 
these  cases  by  abdominal  section,  or  anterior  colpohysterotomy. 
By  the  abdominal  route  the  cervical  ring  may  be  dilated,  or,  if 
this  is  impossible,  the  posterior  uterine  wall  may  be  incised 
longitudinally  and  then  stitched  after  reposition  lias  been 
effected.  If  reposition  is  found  impossible,  hysterectomy  should 
be  performed. 

Displacements  op  the  Uterus. 

Prolapse  of  the  Uterus. — The  commonest  displacement  is 
prolapse.  It  is  liable  to  occur  if  a  patient  rises  before  the 
uterus  has  involuted  into  the  pelvis.  The  ligaments  have  not 
had  time  to  come  back  to  their  normal  state  and  the  weight  of 
the  organ  causes  the  prolapse.  It  is  specially  liable  to  occur 
it  the  perineum  has  been  torn  and  not  properly  repaired.  In 
some  cases,  however,  the  perineum  may  remain  intact,  and 
yet  there  may  be  considerable  injury  to  the  pelvic  fascia  which 
will  allow  the  uterus  to  descend.  The  following  case  illustrates 
this.  I  delivered  a  primipara  l)y  axis-traction  forceps  of  a  very 
large  child.  It  was  a  persistent  occipito-posterior  position,  but 
the  perineum  was  not  torn.  She  did  not  rise  until  involution 
was  complete,  and  after  being  up  for  a  few  days  s^ie  had  an 
attack  of  rheumatism  which  confined  her  to  bed  for  .  .x  weeks. 
When  she  began  to  move  about  after  this  the  uterus  prolapsed, 
so  that  the  cervix  appeared  at  the  vulva. 

The  treatment  in  these  cases  is  to  support  the  uterus  with 
a  liug  pessary,  and  make  the  patient  rest  as  much  as  possible. 
The  great  preventative  is  not  to  allow  a  woman  to  get  up 
until  the  uterus  has  involuted  into  the  pelvis. 
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i«  ^*^^-^»P^«<=«««t«-In  the  early  stage  of  prolapse  th.v 
«  more  or  less  posterior  displacement  of  the  fundus   but  th.s 

abdominal  binder  are  said  to  predispose  to  this,  but  us  the^ 
are  only  used  in  the  Hrst  day  or  two  of  the  puerperium  vvh 
he  uterus  ,s  above  th.  promontory  and  cann.t  he  disph...! 
backwards.  I  cannot  see  how  they  can  possibly  have  any  effect 
If  they  are  used  after  the  fundus  has  fallen  below  the  promon 

of  the  b  adder  will  be  very  apt  to  cause  displacement.  Tb. 
ch  e  factor  .s  undoubtedly  the  relaxed  condition  of  the  liga- 
ments, especially  the  round  ligaments.  After  an  attack  ^l 
para-  01  perimetritis,  it  may  arise  from  the  contraction  „f 
adhesions  drawing  the  fundus  back 

The  Treatment  is  to  replace  the  uterus,  and  keep  it  in  position 
y  means  of  a  suitable  pessary.     If  an  inflammaLv  condition 
>8  present  it  must  first  be  dealt  with. 


CHAPTER  XXXV. 

COMPLICATIONS  OF  THE  PUERPERIUM  ,(•<../,„„../,. 

(  onditions  of  the  Uterus  and  Adnexa  Arising  from  Septic  Al>s,Hption 
How  the    Organisms   Gaiu    an    Entrance-Septi(>.Bmia~Pymmia- 
Napnpmia-Pelvic  Cellulitis  or   Parametritis-Pehip   Poritoniti.   or 
I'primetritis— Cases  of   Sepsis. 

Conditions  of  thk  Uterus  and  Adnkxa  Akising  fuom 
Septic  Ausorptiox. 

This  subject  is  a  very  wide  one,  but  I  shall  endeavour  to  deal 
with  it  as  concisely  as  possible.  One  can  hardly  say  that  the 
pathology  of  this  condition  has  l)een  thorou^^hly  worked  out. 
Much  still  remains  to  be  done,  but  the  science  of  bacteriology 
has  thrown  a  f<reat  deal  of  light  on  the  subject,  and  has  revealed 
to  us  many  things  which  were  unknown  to  our  predecessors. 
We  now  know  that  micro-organisms  are  at  the  bottojn  of  all 
septic  mischief,  and  that,  as  a  rule,  they  or  their  products  gain 
an  entrance  into  the  woman's  system  during  the  labour  or 
•shortly  after  it.  In  a  few  rare  cases  they  are  present  in  the 
rvstem  before  labour,  as  I  shall  illustrate  by  a  number  of 
("tases. 

The  term  puerperal  fever  is  a  very  misleading  one,  and  it 
>hould  be  banished  from  our  nomenclature.  As  Senunelweis 
l"ng  ago  pointed  out,  the  condition  is  simply  that  of  blood 
poisoning  occurring  in  a  puerperal  woman.  The  only  effect 
the  puerperal  condition  has  on  the  disease  is  to  render  it  more 
vn-ulent.      The    patient's    blood    is    verv   livdriemic    and    the 
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organs  of  absorption  and  excretion  are  fully  taxed,  to  dispose  of 
the  products  of  involution,  so  it  is  easy  to  understand  \vh> 
blood  poisoning  is  so  apt  to  be  serious. 

Various  organisms  have  been  identified  in  the  discharges,  (.(/., 
the  streptococcus,  the  staphylococcus,  the  colon  bacillus,  tlic 
gonococcus.  the  bacillus  pyocyaneus,  the  bacillus  foetidus,  the 
pneumococcus.theKlebs-Loffler  bacillus,  and  the  tetanus  bacillus. 
The  streptococci  are  probably  the  ones  most  frequently  found, 
but  in  many  cases  the  infection  is  a  mixed  one.   These  organisms 
act  directly  on  the  system  and  give  rise  to  septicaemia  or  pyoemiii. 
On  the  other  hand,  sapraemia,  which  may  be  looked  upon  as  u 
milder  form  of  sepsis,  although  in  some  cases  it  may  be  fatal,  is 
caused,  not  by  direct  invasion  of  the  tissues  by  organisms,  l)ut 
by  the  absorption  of  their  products,  i.e.,  of  ptomaines.      These 
ptomaines  are  produced  by  the  action  of  saprophytic  organisms 
on  the  dead  animal  tissues  which  are  present  in  the  birth  canul. 
As  has  already  been  stated,  vaginal  bacteria  proper  have  tlie 
power  of  destroying  even  the  most  virulent  of  these  organisms, 
but  their  power  is  limited,  and,  if  the  invading  organisms  are  too 
numerous  or  too  powerful,  the  victory  must  go  to  the  stronf,'er. 
How  the  Organisms  Gain  an  Entrance.— In  the  great 
majority  of  cases  the  germs  are  conveyed  into  the    genital 
canal  by  the  examining  fingers  or  instruments,  at  the  time  of 
labour  or  during  the  puerperium,  and  gain  an  entrance  throiii,'h 
the  lymphatics  in  septicaemia.     The  external  genitals  and  peri- 
neum must  swarm  with  all  sorts  of  organisms,  and,  if  these 
parts  are  not  thoroughly  cleansed,  it  is  impossible   to   guard 
against  introducing  some  of  them,  when  making  an  examina- 
tion or  applying  instruments.     However  careful  one  ma\   be 
in  sterilising  one's  hands  and  instruments,  if  care  is  not  also 
exercised*  in  cleansing  the  external  parts,  organisms  are  sure  to 
be  introduced.    The  truth  of  this  has  been  demonstrated  to  me 
over  and  over  again  in  my  hospital  work.     When  we  admit 
a  patient  who  has  been  examined  outside  in  the  usual  \wiy 
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without  laaving  had  the  external  genital,  cleansed.  v.„  ai,„ost 
myanably  find  the  temperature  rises  slightly  in  .nont,  and  con- 
siderably ni  some.      The  following  case  will  illustrate  this  ■_ 
A  pnm.pam  with  a  cnjUKate  vera  of  slightly  under  2J   in 
was  admitted  to  the  Maternity  Hospital  in  laLour.     The  mem " 
branes  were  unruptured  and  the  child  alive.     It  was  clearly  a 
case  for  Caesarian  section,  hut   I  learned  that  she  had  h;e.i 
examined  several  times  by  different  men  In^fore  she  was  sent 
in    and  as  evidently  no  care  had  been  taken   ,o  cleanse  the 
external  genitals  I  decided  not  to  do  a  section.     Oraniotomy 
was  performed  with  the  most  ri.nd  antiseptic  precautions,  and 
althouKh  there  was  no  laceration  of  the  parts  she  .leveloped 
aoute  sepsis  within  two  days.    Had  I  done  a  section  she  would 
have  been  dead  within  forty-ei^ht  hours. 

Sepsis  may  be  conveyed  through  the 'vulvar  napkins  or  the 
domestic  sponge,  which  old  women  are  so  fond  of  usi„.  to 

by  the  douche,  when  given  with  an  old  enema  syringe 
Infection  from  drains  may  undoui,tedly  arise,  as  the  follow- 

V^Zr  ;f"'"^"-  ^^«^^*-^'^P--P--.wasdehvered 
b>  a  nurse  after  an  easy  natural  labour.  The  room  she  lay  in 
was  on  the  ground  floor  of  a  tenement,  where  a  new  system 
water-closets  was  being  built.  A  few  hours  after  .lehvery 
he  workmen  opened  the  drain  which  ran  through  the  entry 
Within  three  hours  the  patient  had  a  violent  rigor,  and  wien 
I  saw  her  shortly  afterwards  her  temperature  was  l(io  F      She 

died  Zrl-  '"  '"'  '^'^""  ''°^P*^'^'  '^^  ^"«"  -  l'-''>>^-  ''"t  she 
d.ed  o    septicemia  a  few  days  later.     The  opened  drain  was 

feWeet  of  her  bed  (see  also  case  of  phlegmasia  alba  dolens. 

toltirrir  '*" "' '"'  ^^  *'^  ^""•^•'•'^^^  ^^'^  p-^-p-e 

n    hell  f     "  -arms  with  saprophytic  organisms,  ever 
on  the  watch  for  a  suitable  nidus. 
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It  has  recently  been  maintained  that  pathoKenic  organismR 
may  Ik.'  ivtaiivd  in  the  iiitcrstipos  of  thf  endometrium  during 
preKnancv ,  and  set  up  sepsis  after  labour.  I  have  never  Heen  ii 
case  of  this  kind,  but  I  have  seen  several  where  old  absceHses 
were  undoubtedly  the  Hources  of  infection.  These  abnormal 
cases  will  \w  described  later. 

Puerperal  Septicaemia.  Sjfmjiloms.—Xs  a  rule,  nothin>i 
wron«  is  noticed  during  the  first  twenty-fou)-  hours  after  labour. 
During  the  second  or  third  day  of  the  puerperium,  or  it  may  be 
later,  the  patient  has  a  rixor.  and  the  pulse  and  temperature 
rise.  The  chancas  are  that  jou  will  be  told  that  the  patient  has 
had  a  chill.  To  the  lay  mind  this  explains  the  matter.  The 
patient  may  have  been  exposed  to  a  draught,  or  her  room 
allowed  to  get  too  cold,  but  will  this  be  the  cause  of  the 
seizure  ?  There  is  no  doubt  that  exposure  to  cold  or  a  draught, 
by  lowering  the  vitality,  will  predispose  to  sepsis,  but  it  cannot 
arise  unless  the  organisms  are  already  there,  reatly  to  begin 
their  fell  work.  In  the  same  way  1  beUeve  worry  and  anxiety, 
or  great  mental  excitement,  will  predispose  a  woman  to  septic 
invasion. 

With  the  general  disturbance  we  have  also  local  manifesta- 
tions. The  lochia  become  scanty  or  are  suppressed,  the  vagitn 
grows  hot  and  tender,  and  there  is  considerable  tenderness  over 
the  uterus.  Involution  ceases,  and  the  uterus  may  even  become 
larger  than  it  was,  and  lose  its  feel  of  firmness.  The  milk 
secretion  is  checked.  The  patient's  tongue  becomes  furred,  and 
she  suffers  from  headache.  Vomiting  may  occur,  and  in  many 
cases  diarrhoea  sets  in.  The  alxlomen  often  l)ecome3  tender 
and  distended,  showing  that  general  peritonitis  has  set  in.  A 
scarlatinal  rash  sometimes  appears  over  the  wrists  and  elbow-. 
The  temperaau'c  and  pulse  will  remain  very  high.  The  pul-e 
is  a  better  index  of  the  patient's  condition  than  the  temperature. 
In  some  cases  the  temperature  may  remain  low,  even  subnor- 
mal, and  yet  the  puls"  lie  very  high.     Such  a  case  is  likely  io 
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prove  fatal.  The  patient  will  often  be  restless  and  delirioiig, 
but  you  occasionally  see  a  case  where  the  woman,  although, 
from  her  Keneral  appeamnce.  manifestly  very  ill.  yet  maintains 
that  she  is  feeling  quite  well.  Such  a  case  generally  ends  fatally. 
In  some  cases  septic  pneumonia  will  be  set  up,  and  the  lieart 
is  liable  to  be  affHCted.      In  others  insanity  may  (h.-velop. 

The  disease  may  prove  fatal  in  a  day  or  two.  but  it  sometimes 
lasts  for  as  long  as  three  weeks. 

Dia:/no/tis.~\H  a  i-ule.  the  condition  cun  be  only  too  easily 
recognised  by  the  high  teniperature.  (piick  pulse,  rigors,  pain  in 
the  abdomen,  and  change  in  the  loohial  discharge,  etc.  The 
onset  of  any  of  the  exanthemata  may  mislead  one.  Of  these, 
enteric  fever  used  to  be  the  most  difficuit  to  diagnose,  as  its 
symptoms  are  almost  identical  with  those  of  acute  septiciemia. 
but.  thanks  to  the  VVidal  method  of  examining  the  serum,  we 
are  now  able  to  settle  the  diagnosis  early. 

Pmi/noiiis. — The  condition  is  an  exceedingly  giuve  one. 
^mt<w^e;/^— Prevention  is  always  better  than  cure.  >ind  in 
this  case  it  is  markedly  so.     There  are  a  few  cases  in  which 
the  disease  cannot  be  prevented,  but  in  the  great  majority  there 
is  no  doubt  that  preventative  measures  will  prove  effective. 

In  the  first  place,  the  surroundings  of  the  patient  should  1)8 
in  a  sanitary  condition,  and  the  labour  should  be  conducted  on 
aseptic  principles,  with  as  few  vaginal  examinations  as  possible. 
The  labour  must  not  be  allowed  to  linger  on  until  the  woman 
is  completely  exhausted,  and  care  must  be  taken  to  have  the 
uterus  completely  emptied.  During  the  pu.u-perium  perfect 
cleanliness  must  be  insisted  upon.  If  proper  precautions  are 
taken  there  is  little  risk  of  the  disease.  When  it  does  arise,  we 
iiave  to  deal  with  a  constituti.mal  as  well  as  a  local  condition, 
and  we  must,  therefore,  adopt  constiiutioual.  as  well  as  local, 
treatment. 

The  first  thing  to  do  is  to  get  the  bowels  well  cleared.     A 
tull  dose  of  calomel,   followed  by  a  saline  or  an  enema,  does 
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well.  For  the  high  toinperaturu  quiuine  is,  in  my  opinion, 
the  be8<.  antipyretic.  It  should  be  given  in  full  doseH,  nay  10 
KT.,  followed  by  5  gr.  every  four  hours.  If  the  patient  suffers 
.'loin  much  pain,  6  gr.  of  Dover's  powder  should  be  combined 
with  each  dose  of  quinine.  If  the  pulse  is  quick,  iree  stimula- 
tion will  be  necessary.  Stry  *•  nine  given  hypodermioally  makes 
the  best  cardiac  stimulant,  and  it  should  be  used  freely  when 
the  heart  shows  any  signs  of  flagging.  In  bad  oases  good  old 
brandy  or  whisky  should  be  given  freely,  not  in  teaspoonful, 
l)Ut  in  one  to  two  tal)lespoonful  doses  every  hour  or  two.  The 
patient  inuat  be  given  as  much  fluid  nourishment  as  she  can 
take,  in  the  form  of  milk,  soups,  iieef  extracts,  etc. 

Local  Treatment. — The  uterus  must  be  very  thoioughly 
douched  out,  and  any  portions  of  membranes,  placenta,  or  do- 
cidurt  should  be  carefully  removed  with  the  finger.  Curetting 
is  not  advisable.  Any  antiseptic  may  be  used  in  the  douche, 
but  perchloride  of  mercury  (I  in  2,000)  is  the  best.  The  douch- 
ing should  be  finished  with  boiled  water  to  wash  out  as  much 
as  possible  of  the  albuminate  of  mercury,  which  deposits  in  the 
endometrium.  Poiso»:ing  has  occurred,  but  I  have  never  seen 
a  case.  The  temperature  often  rines  after  the  douche  is  given, 
and  a  rigor  fretjuently  occurs.  If  tho  douching  has  done  any 
good,  the  temperature  should  fall  in  a  few  hours.  If  neces- 
sary, intra-uterine  douching  should  l)e  repeated  daily,  and,  in 
addition,  the  nurse  may  give  a  vaginal  douche  later  in  the  day. 
Poultices  or  stupes  over  the  uterus  have  a  soothing  effect. 

The  infusion  of  a  pint  or  two  of  normal  saline  solution  is 
usually  very  beneficial  to  the  patient.  It  dilutes  the  poison 
and  also  assists  its  elimination.  The  infusion  may  l)e  repeated 
several  times  if  necessary. 

As  regards  the  use  of  ajUistreptoe<M'.<'ic  serurn  there  is  cou- 
siderablo  difference  of  opinion.  In  pure  streptococcic  infection 
it  is  useful,  but  in  mixed  infection,  as  in  the  majority  of  cases, 
it  is  (luebtionab'tt  it  it  will  do  much  good.      T*'  possible,  a  oultur.- 
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should  be  made  from  the  interior  of  the  uteriw  before  r<>sortin« 
to  the  die  of  the  gerum,  but  this  cannot  always  be  done.  In 
some  cases  I  have  seen  very  remarkable  improvement  following 
its  use,  while  in  others  it  has  had  no  effect. 

Total  extirpation  of  the  uterus  han  l)een  uti-onuly  recom- 
mende<i  by  some,  but  the  results  have  not  been  ver>'  brilliant. 
By  removing  the  uterus  you  remove  the  source  of  infection, 
but  the  general  system  has  becotne  so  poisoned  that  the  patient 
is  apt  to  sink  from  the  0|)eration. 

Pyaemia This  condition  is  caused  by  thu  same  micro- 
organisms as  cause  acute  sepsis.  The  infection  usually  takes 
place  through  the  clots  in  the  uterine  sinuses,  and  spreads 
through  the  general  circulation  as  these  clots  break  down.  It 
may  also  arise  from  neglected  sapricmia.  To  all  intents  and 
purposes  it  is  a  chronic  form  of  septiciemia. 

Symptom.— It  differs  from  septicaemia  in  that  it  does  not, 
119  a  rule,  arise  until  the  second  week  of  the  pueriieriuin.  The 
course  of  the  puerperium  may  have  b..  quite  normal  up  to, 
say,  the  tenth  day,  or  there  may  have  been  some  febrile  dis- 
turbance  from  sapraemia.  The  patient  is  seized  with  a  severe 
rigor,  and  the  temperature  rises  to  lOi  or  lOG  F.,  with  a 
correspondingly  quick  pulse  rate.  In  u  few  hours  the  tem- 
perature falls,  and  may  come  down  to  normal,  and  the  patient 
may  seem  all  right,  but  in  twelve  or  twenty-four  hours  other 
rigors  follow  at  short  intervals,  and  the  temperature  varies 
Ijetween  100  and  105  or  106^  F.  P:ach  rigor  indicates  a  fresh 
infection  in  some  part  of  the  body. 

In  from  three  days  to  a  week  or  so  ^n  points  >..  infection 
l)ecorae  apparent,  by  metastatic  abscess.^  lorming.  '^lese  may 
appear  in  nearly  any  part  of  the  Ixxly.  They  may  appear  in 
superficial  parts,  as  subcutaueously,  or  in  the  joints,  or  in  the 
deeper  parts  as  the  liver,  lungs,  kidney,  and  brain.  If  the 
abscesses  occur  in  a  position  where  they  can  be  promptly 
opened,  the  patient,  if  she  does  not  die  of  exhaustion  from 
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prolonged  tuppuration,  may  reooyer,  but  if  they  are  in  dee|i 
organ*!,  or  if  a  soptio  pneumonia,  perioarditii,  endocarditis,  or 
peritonitiH  in  aet  'ip,  she  will  probably  die. 

Diaijuosia. — Rigors,  with  an  oscillating  tctnperature,  occurring 
late  in  the  paerperiurn,  make  the  diagnosis  easy.  It  may  Ix 
mistaken  for  enteric  fever  or  vice  verm,  l-ut  the  Widal  reaction 
soon  settles  the  point.  The  occurrence  nf  the  abscesses  would 
of  course  be  definite. 

Proijwmia. — It  is  a  very  grave  condition,  but,  if  the  abscesses 
are  superfioial,  the  chances  are  in  the  patient's  favour. 

Treatment. — Support  the  patient's  strength  by  the  free  UHf 
of  alcohol  and  plenty  of  easily  digested  food.  Quinine,  strych- 
nine, and  large  doses  of  iron  are  useful.  As  regards  douching', 
it  will  do  more  harm  than  good,  except  where  there  is  a  septic 
endometritis.  In  such  a  case  the  uterus  should  be  thoroughly 
washed  out  and  curetted  and  then  plugged  with  iodoform 
gauze.  Wherever  abscesses  form  they  should  l)e  evacuated 
and  thoroughly  drained.  If  they  form  in  a  joint,  open  them 
as  soon  as  possible,  to  prevent  destruction  of  the  joint. 

Antistreptococcic  serum  has  been  used  in  these  oases  with 
some  success,  an'^  in  bad  cases  it  should  certainly  have  a  trial. 

Saprsemia. — This  cond'tion  arises  from  the  absorption  ot 
the  products  of  decomposition,  i.e.,  of  ptomaines.  Saprophytic 
organisms  are  always  present  in  the  atmosphere  and  gain 
entmnce  to  the  vagina  in  every  case,  but  they  can  do  no  mis- 
chief unless  there  is  a  fair  amount  of  dead  tissue  for  them  to 
act  upon.  There  must  always  lie  some  dead  tissue  to  conic 
away  from  the  uterus,  as  the  remains  of  the  deciduas  and  clot> 
from  the  uterine  sinuses  are  cast  off,  iiut  with  free  drainage 
these  are  not  allowed  to  lie  in  the  vagina,  and,  therefore,  tlic 
saprophytes  do  not  get  time  to  act  upon  them.  Under  ordinary 
conditions  the  normal  vaginal  bacteria,  if  they  have  not  been 
disturbed  by  injudicious  douching,  may  bn  counted  on  to  desd 
with  the  saprophytes. 
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S//;«;)/..wv— Alx.ut    the   thiid  day   of   tht?   piiorperium    tho 
temperature  ri«eii  to  101    or  102    P.,  and  the  puliie  quickeni 
proportionately.     The  i»tient  may  not  feel  very  much  out  of 
HortH.  but  the  lochial  (UscharKi*  will  be  found  to  \m  fa-tid.     If 
she  i«  promptly  treated  nhe  tnay  \w  all  right  next  day.  but,  if 
iiitttterH   lire  left    to  take   their  course,  the  tomimraturo   will 
!,'ra<lually  rine  higher,  rigors  will  occur,  and  tho  imtioiit  will 
iHjconie  very  ill.     By  this  ti*  le  the  organi»mg  will  have  made 
their  way  up  from  the  vagina  into  the  uteruH,  to  the  dead  tisHue 
of  th»'  endometrium  and  the  clots  in  the  uinuses,  and  a  septic 
.•ndoinetritis  will  Im;  set  up.     These  organisms,  which  at  first 
were  only  able  to  iict  on  dead  tissues,  are  said  to  change  into 
more  virulent  forms  and  attack  the  living  tissues.     The  lochia 
will  be  very  foul  and  profuse,  thus  differing  from  the  lochia  of 
Hoptictemia  which  is  scanty  and  not  foetid.     The  septic  con- 
•lition  may  further  spread  through  any  laceration  of  the  cervix 
into  the  broad  lig)iment  of  one  or  botli  sides,  and  ^-      :i.   ., 
leilulitis,  or  through  the  Fallopian  tubes  and  set  u 
metritis  which  may  go  on  to  a  general  peritonitis  a 
fatal.     Another  result  may  be  a  general  pyiemia. 

/>(Vj-/«o.sw.— Foetid  lochial  dischargt-  is  the  distiiiguishing 
f»'atin-e  of  sapriemiu. 

l'nui,UKsis.~-U  promptly  treated  the  patient  should  always 
I . -cover.  Hit;-  neglected  she  may  die,  and,  even  if  she  recovers, 
there  w  ill  probably  l)e  some  Iwd  efifects  in  the  form  of  subinvo- 
lutiou.  adhesions,  etc..  left  behind. 

frnphiflartl,:  Treatment. —Conduct  the  third  stage  of  labour 
>o  as  to  prevent  the  entrance  of  air  to  the  vagina,  and  to  ensure 
'liat  the  uteru>  is  thoroughly  emptied  and  well  retracted  before 
i|»pl.ving  the  binder.  Also  ensure  thorougli  drainage  by  order- 
'■:^  the  patiftii.  if  she  possibly  can,  lo  mictumte  and  defiecate 
I"  1  sitting  posture.  On  the  first  indication  of  symptoms,  give 
'  vaginal  antiseptic  douche  and  also  wash  out  the  uterus,  but 
' -lore  iwssing  the  nozzle  into  the  uterus  lie  ^ure  that  vou  have 


r' 


474 


CLINICAL  OBSTETKICS. 


very  thoroughly  washed  out  the  vaj^ina,  otherwise  you  may 
carry  infection  into  the  uterus.  I  prefer  washing  out  the 
uterus  as  well  as  the  vagina,  for  the  reason  that  if  onl\  u 
vaginal  douche  is  given  the  first  flow  of  the  douche  may  have 
force'^  soiWij  or  the  organisms  up  into  the  cervix,  and,  hesides, 
one  c  n  i.ever  be  si'ie  that  they  have  not  already  invaded  tlie 
uteru-.,  t  ipL'cially  i  there  is  anything  retained  in  it.  It  is  well 
always  oo  aitvici  ■\  careful  examination  to  see  if  there  is  any 
membrane,  etc.,  protruding  from  the  cervix.  If  there  is, 
remove  it.  I  have  more  than  once  found  a  piece  of  membrane, 
the  removal  of  which  has  i)een  followed  by  an  immediate  fall 
of  the  temperature.  The  patient's  bowels  should  be  freely 
cleared  by  an  active  purge.  A  few  doses  of  quinine  are  also 
very  useful,  as  you  get  not  only  the  antipyretic  and  tonic  actiini, 
but  also  an  action  upon  the  uterus  which  causes  expulsion  of 
any  dead  matter  lying  in  it.  Free  drainage  should  be  ensured 
by  raising  the  head  of  the  bed  or  propping  the  patient  up. 
Free  purgation,  while  relieving  the  system  of  some  of  the 
poison,  also  assists  drainage,  especially  if  the  patient  is  allowed 
to  sit  up  to  stool.  Tlie  importance  of  free  drainage  of  the 
vagina  and  uterus  was  impressed  upon  me  a  good  uiany  ycais 
ago  in  one  of  my  cases  in  the  outdoor  department  of  the 
Maternity  Hospital.  The  patient  had  a  very  adherent  placeuta 
with  a  macerated  foetus.  She  lost  a  great  deal  of  l)loo(l.  The 
result  was  that  l)ad  saprteinia  l)egan,  and  she  refused  to  allow 
douching.  On  the  evening  of  the  second  day  of  the  attack, 
when  her  temperature  was  103  F.,  I  found  her  sitting  at  the 
fireside.  She  said  she  would  not  recover  if  she  stayed  in  l)eil. 
Next  morning  her  temperature  was  normal  and  she  mad  ■  a 
good  recovery.  The  uterus  had  emptied  itself  and  the  so' ace 
of  infection  had  been  removed  by  her  assuming  th(>  ■  rect 
jjosture.  Of  course  it  would  be  a  mistake  to  order  a  paiient 
suffering  from  saprtemia  to  get  out  of  her  bed,  but  it  is  almost 
Hi  bad  a  mistake  to  keep  her  lying  perfectly  flat  on  her  back, 
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In  sapraBinic  cases  if  the  vagina  has  been  much  bruised  or 
livcerated  a  puerperal  ulcer  is  apt  to  form.  This  has  already 
l)een  dealt  with  on  page  455. 

Pelvic    Cellulitis   or  Parametritis.— This  condition   his 
aheady  been  mentioned  in  connection  with  sapriBinia.     It  is 
the  result  of  absorption  through  a  laceration   in  the  cervix. 
As  the  left  side  of  the  cervix  is  more  commonly  torn  than  the 
right,  a  left-sided  cellulitis  is  more  frequent  than  a  right-sided 
one.     There  is  more  or  less  cellular  tissue  along  all  the  liga- 
ments of  the  uterus,  but  the  chief  masses  lie  between  the  folds 
of  the  broad  ligaments  of  either  side.     While  the  seat  of  the 
inflammation  is  usually  at  the  side  of  the  uterus,  it  may  be  in 
the  front  or  behind.     One  or  both  sides  may  be  affected.     A 
liiiid  mass  becomes  deposited  and  pushes  the  uterus  towards 
the  opposite  side  of  the  pelvis.     There  is  great  tenderness  in 
the  part.      In  most  cases  i-esolution  slowly  occurs.     There  will 
generally  be  some  contraction  of  the  ligaments  left  behind,  and 
these  will  cause  displacement  of  the   uterus.     In  a   number 
of  cases,  liowever,  suppuration  occurs  in  the  mass,  and  a  pelvic 
al)scess  results.     The  al)scess  may  burst  internally,  in  which 
wise  the  result  will  be  fatal,  but  the  pus  more  frequently  makes 
its  way  to  the  exterior  through  the  vagina,   bowel,  or  bladder. 
It  may  also  comt;  to  the  surface  in  various  positions,  as  above 
I'oiiparfs  ligament,  in  the  thigh,  in  the  l)ack,  etc. 

S!i,npto,m.—\^  it  is  always  the  result  of  septic  absorption 
voii  have  indications  of  sepsis  by  high  temperature,  quick  pulse, 
aiul  rigors,  with  severe  pain  in  the  pelvic  region.  At  first  there' 
will  be  heat  and  tenderness  in  the  vagina,  but  very  soon  a  hard, 
"■••der  mass  will  be  felt  pushing  the  uterus  aside.  ^  The  patient 
will  lie  with  the  leg  of  the  affected  side  .Irawn  up,  as  this  will 
1,'ive  hei  most  ease.  When  suppuration  occurs  there  will  be 
lepeated  severe  rigors. 

Wrt'/wo-s/s.— Indication  of  sepsis,  and  in  a  very  short  time  a 
liard  mass  to  be  felt  in  the  pelvis. 
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Pelvic  Peritonitis  or  Perimetritis. — This  arises  in  umch 
the  same  kind  of  cases,  but  instead  of  the  inflammation  beino 
confined  to  one  part  of  the  pelvic  tissue  it  involves  the  whole 
pelvic  peritoneum.  The  infection  has  spread  through  the 
tubes.  It  may  not  confine  itself  to  the  pelvic  peritoneum,  hut 
may  spread  through  the  peritoneal  cavity  and  set  up  gencial 
peritonitis. 

The  Symptoms  are  much  the  same  as  with  cellulitis,  but  the 
pain  is  over  the  whole  pelvis  and  not  confined  to  one  side. 
When  the  effusion  has  taken  place  the  whole  pelvis  will  he 
found  to  i)e  full  of  a  firm  mass  all  round  the  uterus.  It  feels 
much  the  same  as  if  plaster  of  Paris  had  been  poured  into  the 
pelvic  cavity  and  allowed  to  set  round  the  uterus.  The  patient 
will  lie  with  both  legs  drawn  up. 

Absorption  generally  occurs,  but  adhesions  are  often  left 
l)ehind,  and  as  these  contract  they  may  pull  the  uterus  out  ot 
its  normal  position  and  be  a  great  source  of  trouble.  In  some 
cases,  however,  suppuration  occurs,  and  the  al)scess  dischaif,'es 
itself  in  the  same  way  as  a  cellulitic  abscess  does. 

^•■'  inosis. — There  are  the  same  indications  as  with  cellulitis. 
0-.  .  pain  in  the  pelvis  is  more  general.      When  the  etfu-^ioii 

is  I  '    _iit,  the  whole  pelvis  will  be  found  to  be  full  of  a  hard 
mass,  fixing  the  uterus  in  position. 

Pm/«o.s/.v. — Both  with  cellulitis  and  peritonitis  the  piogimsis 
is  good  as  regards  life,  l)ut  troublesome  adhesions  are  frequently 
left  behind. 

Treatment. — With  thorough  aseptic  precautions  these  cases 
should  not  occur,  but  when  they  do  occur  both  general  and 
loc  treatment  must  be  adopted.  The  patient's  strength  imist 
be  kept  up  by  means  of  nourishing  diet  and  stinmlants.  The 
bowels  must  be  thoroughly  cleared,  and  to  relieve  the  pain  hot 
stupes  or  bran  poultices  should  be  apphed  over  the  p-lvic 
region.  Morphia  suppositories  may  be  necessary.  For  the 
fever  quinine  is  useful.     When   the  acute  stage  is  over  liot 
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vHginal  douches  should  be  given,  and  lohthyol  and  glycerine 
tampons  iuseitud  to  promote  absurption.  If  suppuration  occurs 
'he  abscess  should  be  opened  and  thoroufjhly  drained  througli 
ti.e  vagina,  or  wherever  it  is  pointing.  The  vaginal  route 
should  as  a  rule  l)e  selected,  as  this  will  be  the  lowest  point. 
A  hydrosalpinx,  a  pyosalpinx,  or  a';  abscess  of  the  ovary 
may  result.  With  eithar  of  these  the  best  treatment  is  to 
remove  it  l)y  aWominal  section.  The  vaginal  route  is  not  very 
suitable,  as  there  are  likelv  to  Ix;  manv  acthesions. 


Cases  ok  Sepsis. 

Ca>ic  I.  Septiaemia,  Treated  hi/  Antistreptococcic  Serum  : 
Ileenveri/.  —  H  R.,  unmarried,  priniipara,  aet.  twenty-one, 
admitted  in  labour  with  the  breech  presenting.  The  pelvis 
was  contracted.  The  labour  progressed  naturally  for  some 
hours,  and  then  the  patient  had  an  epileptic  seizure  which 
lasted  for  a  few  minutes.  She  was  given  chloroform,  and 
ilelivery  effected  with  some  difficulty  l)y  traction.  The  child 
was  still-born.  The  perineum  and  posterior  vaginal  wall  were 
lacerated.  Two  stitches  weic  put  in  the  vagina  and  three  in 
the  perineum. 

Next  day  the  patient  had  two  l^  've  tits.  In  the  second  one 
she  shouted  loudly.  The  urine  was  found  to  contiiin  a  small 
quantity  of  albumin  and  blood,  and  some  granular  tube-casts. 
She  was  given  chloral  and  bromide  to  control  the  tits. 

Until  the  third  day  her  temperature  was  satisfactory,  but  it 
then  rose  to  104  F.  The  lochia  were  foetid,  and  the  posterior 
vaginal  wall  was  covered  with  a  greyish  slough.  The  sutures 
had  given  way  in  it  and  the  perineum.  The  patient  was  list- 
less and  stupid,  but  complained  of  little  beyond  a  headache. 
Her  tongue  was  foul,  but  her  liowels  were  regular.  An  intra- 
uterine douche  was  given. 

On  the  fifth  day  the  uterus  was  curetted  and  the  temperature 
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feU  from  103-2  to  972'^  F.  There  was  considerable  h«iiioi. 
rhage.  Next  day  the  temperature  rose  to  104  F.,  and  tht 
patient  began  to  complain  of  pain  in  the  abdomen,  especiuUv 
on  palpation.  The  fundus  was  at  the  level  of  the  umbilicus 
and  towards  the  right.  She  had  a  slight  epileptiform  seiztuf 
on  the  sixth  day,  and  was  very  much  excited  afterwards. 

She  was  removed  to  the  Fever  Hospital  on  the  eighth  day  of 
the  puerpexium.  On  admission  there  her  temperature  wus 
103-6°  F. 

Next  day  she  was  restless  and  "  heady  ".  There  was  a 
copious  foetid  vaginal  discharge.  Her  temperature  was  lOo 
F.  Forty  c.c.  of  antistreptococcic  serum  were  injected  between 
the  scapulae.  Next  day  there  was  no  improvement.  She  was 
restless  and  dehrious,  but  by  the  following  day  the  temperature 
had  fallen  considerably  and  the  pulse  slowed  down.  For  three 
days  the  temperature  remained  normal,  and  it  then  suddenly 
rose  to  104-6°  F.  She  made  no  complaint  and  seemed  quite 
comfortable.  For  a  week  the  temperature  fluctuated  between 
101"  and  106°  F.,  and  it  then  became  norm .'  and  remained 
so.  She  occasionally  complained  of  headache  during  the 
pyrexia,  but  of  nothing  else. 

She  was  dismissed  quite  well,  twenty-five  days  after  admis- 
sion to  the  Fever  Hospital.  Besides  the  antistreptococcic  sei  urn 
she  was  given  vaginal  douches  of  creolin,  and  iron,  stimulants, 
and  sedatives  as  required. 

The  antistreptococcic  serum  seems  to  have  had  a  beneficial 
effect  in  this  case. 

Case  II.  Septiccemia,  Treated  by  Antistreptococcic  Scrum: 
Fatal. — N.  B.,  unmarried,  primipara,  aet.  twenty-two. 

The  head  presented  L.O.A.,  and  the  labour  ended  by  -  tural 
efforts,  but  a  portion  ol  the  membranes  was  adherent,  and  had 
to  be  removed  by  the  hand.  There  was  a  brisk  post-pai  luui 
haemorrhage,  which  was  checked  by  a  hot  douche.  The  tem- 
perature was  100°  F.  at  the  time  of  delivery,  and  it  steadily  rose 
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to  102  F.  on  the  second  day,  ioy'6'  Y.  on  the  third  day,  104  R 
F.  on  the  fourth  day,  and  1056^  F.  on  the  lifth  day.  The  uterus 
was  douched  out  on  the  second  day.  On  the  fourth  day  the 
posterior  vaginal  wall  was  covered  with  a  greyish  slouj^h. 
Quinine  reduced  the  temperature  about  3°,  hut  it  quickly  rose 
(ij^ain  to  105'  F. 

She  was  sent  to  the  fever  hospital  on  the  sixth  day.  Her 
temperature  on  admission  there  was  1054  F.,  and  her  pulse 
very  weak  and  quick.  The  fundus  was  about  two-thirds  dis- 
tance between  the  pubis  and  the  umbilicus,  and  very  tender. 
She  was  very  prostrate.  Forty  c.c.  of  antistreptococcic  serum 
were  injected  between  the  scapulae.  Six  hours  after  injection 
the  temperature  had  fallen  to  1014  F.,  but  it  soon  rose  again 
to  105°  F.  Next  day  the  uterus  was  curetted,  but  no  debris 
found  in  it.  Twenty  c.c.  of  the  serum  were  injected,  and  the 
temperature  quickly  fell  to  normal.  Next  morning  the  tem- 
perature was  normal,  and  she  felt  comfortable,  but  at  noon  she 
had  a  rigor  lasting  fifteen  minutes,  and  the  temperature  rose  to 
105-2"  F.  at  2  p.m.  He  ■  pulse  was  180,  and  very  soft.  She 
was  very  prostrate  and  delirious. 

T.vo  days  later  there  was  no  improvement  and  40  c.c.  of 
serum  were  ar'ninistered.  The  temperature  fell  to  100  '2"  F., 
but  she  remained  restless  and  delirious,  and  complained  of  head- 
ache.    ~"  >  died  on  the  following  day,  eleven  days  after  delivery. 

Besides  having  the  serum  administered,  she  was  curetted, 
douched,  freely  stimulated,  and  had  opium  as  required.  The 
serum  certainly  reduced  the  temperature,  but  it  did  not  prevent 
a  fatal  issue. 

Caac  III.  Septiccemia  and  Puipmia  :  Recover n. — Mrs.  G., 
i.-para,  set.  twenty-nine,  was  sent  into  the  Maternity  Hospital 
by  a  medical  man,  on  account  of  the  pelvis  being  contracted. 
She  was  in  labour,  but  had  not  reached  full  time.  The 
diagonal  conjugate  measured  4  in.  The  head  presented  trans- 
\ersely,    with    the    occiput    to    the    I'ight,    and    the    posterior 
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parietal  bone  lower  than  the  anterior.  She  was  deliverer!  h^ 
version.  The  after-oomiiig  head  was  Honuswhut  dlHicuIt  tn 
get  through,  and  there  was  a  marked  depression  in  the  left 
parietal  region.  The  chiht  was  alive,  l)ut  suffered  from  v'u^hi- 
sided  convulsions  for  several  days ;  these  then  ceased,  and  tin 
depression  disappeared.  There  was  pretty  severe  post-partnm 
haemorrhage  before  the  placenta  came  away,  so  it  was  removal 
by  hand.  The  perineum  was  partially  torn  and  required  stitfli- 
ing.     An  intra-uterine  douche  was  given. 

A  few  hours  after  delivery  the  patient  had  a  rigor,  and  tlip 
temperature  rose  to  103--1  F.  and  the  pulse  to  100.  Next  dty 
the  temperature  fell  to  99*2  F.  and  the  pulse  to  96.  Fiom 
that  time  until  the  sixth  day  of  the  puerperiuni,  when  she  wus 
removed  to  the  Fever  Hospital,  the  temperature  varied  betw.H-ii 
100'  and  104'  F.  The  lochial  discharge  was  foetid.  The  uterus 
was  douched  out  daily,  and  on  the  third  day  a  blunt  flush i  11^' 
curette  was  used.  An  emulsion  of  iodoform  was  injected  int.i 
the  uterus  after  douching.  On  the  fifth  day  she  liad  profus. 
diarrhoea,  and  the  conjunctivie  showed  a  distinct  icteric  tiiiuc 
She  was  removed  to  the  Fever  Hospital  on  the  sixth  day  of  the 
puerperiuni. 

On  admission  to  the  Fever  Hospital  her  temperature  was 
102-4"  F.  She  was  anajmic  and  sallow.  She  did  not  eoiu- 
plain  of  any  pain.  The  uterus  was  felt  just  above  the  pui.is. 
and  was  not  tender.  The  os  was  patulous,  and  there  was  a 
slight  foul  discharge.  Next  day  she  was  distinctly  jaundiced, 
and  the  stools  were  clay  coloured.  For  several  days  the  tem- 
perature gradually  fell  and  then  became  irregular.  Tiie 
anaemia  was  now  so  marked  that  it  was  pernicious  in  appear- 
ance.    There  was  still  a  foul  discharge  from  the  uterus. 

On  the  nineteenth  day  of  the  puerperium  she  had  a  se\ere 
rigor  and  her  temperature  rose  to  104"  F.  For  the  next  six 
days  she  had  a  rigor,  generaUy  in  the  evening,  and  a  fortniu'ht 
later  there  was  marked  general  swelling  and  oedema  of   the 
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.i«ht  leu.  with  tenderuf^ss  and  Iml^i,,.  i„  tl^e  ,i«ht  Hunk  J„ 
a  ortmght  the  .^..le.na  of  th.  le«  had  dn.m.ish.d  ami  ,1,. 
I>ul«iricr  ,n  the  flank  r|nitf  disapjx.aied. 

A  month  later  she  was  dinnnssed  fron.  the  hospital,  still  with 
some  slight  swelling  of  the  right  leg. 

The  treatment  adopted   throughout   was  don.h,,.-    an.l  .|„. 
was  freely  stimulated  and  given  arsenic. 

The  onset  in  this  case  was  so  soon  ,.f,er  deliver-,  tha,  she 
iimst  have  heen  infected  befon-  adnnss.on.  The  case  wis 
upparently  one  beginning  with  acute  septica-.nia  and  endin.^ 
".  |n.enna.  Although  she  ha.l  repeated  rigors  no  o.etastatic" 
abscesses  lonned.  The  ana-nna.  arisu.g  primarilv  fro,,,  the 
|...st-partum  h«m.orrhage,  nndoubtedly  prolonged  the  cours.  of 
the  disease,  and  it  is  surprising  that  the  patient  recovere,! 

r«..  /I .  Prlric  Cellulitis,  Endi,,,  in  S„i,,nnation  :  l',„.,l, 
-rhe  following  case  of  pelvic  cellulitis  is  rather  an  unusual 
"_>.e  iron,  the  rapidit>  of  its  onset,  and  fron.  the  fatal  issue  with 
t-ie  formation  of  pus  within  Hve  davs  of  delivery  •— 

•(.  G.,  unmarried,  i.-para.  a-t.  nineteen,  was  admitted  to  the 
Maternity  Hospital  on  7th  January  in  labour.     She  was  suHer- 
i'.i,'  from  a  cough  with  considerable   bronchial  catarrh      The 
H.-ad  presented  in  the   third    position.       After  she    had    been 
t|venty-eight   hom-s  in   labour,  forceps  were  applie<l    and   the 
;-l'>W<lehvered  with  the  occiput  posterior.     The  chil.l  was  st.ll- 
•-■".     There  was  considerable  laceration  of  the  cervix,  va^nna 
;uul  permeum.      An  antiseptic  intra-uterine  douche  was  "iven 
"nniediately  after  delivery.      The  day    following  delivery   the 
f'ir.perature  rose  to  103    F.  and  the  pulse  to   130       In    the 
^'veinng  the  temperature  fell  to  9y4     F.      Next  dav  the  tem- 
P"'«ture  rose  again  to  103     F.      The  lochia  were'  verv   foul 
An  uitra-merine  douche  was  given.     Next  day  she  waJ  trans! 
Hi-ed  to  the  Fever  Hospital.      Her  temperature  uas  then  m 
•  and  she  looked  very   ill.      She  complained  of  pain  in  the 
"'"'omen.      The  aWon.en   was  tumid,  and  there  was  a  firm 
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iimss  i:i  its  lower  purt,  tender  du  prensure.  The  iid^es  of  tlic 
perineum  wore  j^angrenous  iind  foul  sruellinK.  The  cervix  was 
lacerated  and  slounhiiif,'.  and  there  was  also  considerable  slouj^h- 
ing  of  the  va^iiuil  mucous  membrane.  The  vaj^ina  was  doucheil 
and  a  lar^'e  blood  clot  brou'^ht  away.  The  patient  was  ver\ 
restless  and  complained  of  pain  in  lier  linjbs.  lirawny  patches 
of  reddened  skin  were  seen  over  the  left  internal  condyle  of  tlif 
humerus  and  the  extensor  surface  of  the  ri^ht  arm. 

She  was  treated  with  vat,'inal  irrigation  (1  in  40  carbolic  , 
morphia  and  atropine  hypodermically  for  the  pain,  and  stimu- 
lants. Two  days  later  a  septic  rash  appeared  on  the  al)doraeii, 
which  had  become  distended.  She  died  that  eveninj^.  Iltr 
temperature  ranged  between  101    F.  and  105    F. 

At  the  post-mortem  examination  the  uterus  was  found  larac, 
the  Fallopian  tubes  and  ovaries  healthy.  There  was  an  ex- 
tensive pelvis  cellulitis  which  had  gone  on  to  8Uj)puration.  Tho 
placental  site  was  soft  and  unhealthy  looking.  The  uterine 
mucous  uiembrane  was  ulcerated  and  broken  down  at  several 
points.     The  cervix  was  much  lacerated. 

C'rt.sc  r.  Pelvic  Cellulitis,  Eiulimj  in  Siippunttion :  lU- 
rarer  If. — Mrs.  P.,  a  multipara,  let.  twenty-five,  was  delivered 
of  a  premature  still-born  child  by  a  midwife.  Two  days  later 
the  temperature  rose,  and  she  began  to  complain  of  severe  pain 
in  lie  left  side  of  the  pelvis.  The  lochial  discharge  was  foetid, 
and  there  was  great  tenderness  and  heat  to  the  left  side  of  the 
uterus.  I  washed  out  the  vagina  and  uterus  carefully,  with 
perchloride  of  mercury,  and  put  her  on  quinine.  By  next  day 
a  distinct  mass  could  te  made  out  in  the  left  fornix,  and  it  soon 
rose  above  Poupart's  ligament.  A  few  days  later  rigors  com- 
menced, and  she  had  repeated  attacks.  Her  temperature 
remained  high,  reaching  105°  F.  at  tinaes.  I  could  not  detect 
any  softening  in  the  mass,  but  from  the  repeated  rigors  it  was 
quite  evident  that  there  was  deep-seated  suppuration,  and  I 
determined  to  make  an  exploratory  incision  from  the  vagina. 


COMPLICATIOSS  OF  THE  PUEKPEHIUM.  ^h. 

As  the  friends  were  .inxious  for  a  cotiHultation.  she  wus  s-en  l.y 
a  consultant,  who  advised  against  an  expIorat.>ry  ineisi.,,,  The 
patient  was  then  removed  to  one  of  the  inHrn.aries  Three 
wet^ks  later  she  was  chscharKed  fron,  there,  and  two  davH  after- 
wardH  u  hrne  abscess  ruptured  into  the  vagina.  The  sinus  was 
enlarged  and  healing  soon  occurred. 


CHAITEH  XXXVr. 

rOMPMCATlONS  OF  THK  I'LEHI'EKII  M  (T-./i/u/ //.</). 

Srptir  Cusen  of  rnusunl  C  .gin   -Fatal  Sepsis  from  a  I'oisoiH'd  Fiii,'ii 
An  Old  Hetro-renal  AHhcphs  —  An  Old   lletro-rn-cHl  Al)>ii'i'tis — An  OKI 
Double  I'v<i->talpinx— ACttseof  (tonorrhdMil  Ulioiunatisni-   ErvMi}H'lii> 
of  the  Face  and  !'ii>;rperal  Septicii  inia— Ante-panuni  Scptii-.i  iniii— 
Tetunun — Case. 


Septic  Cases  of  UNUSL-Aii  Orumn. 

As  I  Imve  already  stated,  septic  infection  j^enerally  occius  in 
some  part  of  the  birth  canal,  l)ut  the  following  cases  prove  tiiui 
this  is  not  the  invarial)le  rule.  I  have  already  detailed  a  tuiM- 
where  the  source  of  infection  was  undoubtedly  a  drain,  but  in 
that  case  the  infection  probably  entered  the  system  tlirou^'li  tbt- 
usual  channel. 

Cldsr  I.  Fatal  Sepsis,  Oriijiii'itiini  /mm  n  Poisotwd  i'm- 
ijcr. — The  patient,  a  nniltipara,  set.  tbirty-Hvo,  expected  lici 
confinement  about  tlie  end  of  Noveml)er.  On  4th  Novel iibei, 
while  scrubbing  the  floor,  she  ran  a  large  spUnter  into  tin 
middle  finger  of  her  right  hand.  She  drew  it  out  and  went  on 
with  her  scrubbing.  She  paid  no  attention  to  tht>  finger  uniil 
two  days  later,  when  it  began  to  pain  her.  She  then  applii'i 
poultices  to  it.  On  the  8th  I  saw  her,  and  found  her  sutferinu 
from  a  poisoned  finger.  It  was  very  tender,  and  there  wu- 
some  redness  along  the  lymphatics  of  tlie  arm.  The  axillarv 
glands  were  tender.  The  finger  was  freely  incised,  and  hni 
boracic  poultices  apphed.  This  relieved  the  local  conditiop. 
The  redness  along  the  Ivmphatics  disappeared,  and  also   tli. 

(484) 


COMPLIC Allows  ni-   THE  t'VBRPERIlM. 


4'«5 


t.'n.l.iiiHH9  of  tlw  .ixilliiiy  ylrtn.ls.     (Jn  tlif  in(»»uin>{  of  ili,.  loth 
in.ivriii..ntH  ceased,  and  ori  the   lltli  lal)Oui' cam..  <.ri.      A  ntill. 
Ihh-m  child    Aas  delivered  at  (1  v.m.  after  a  very  .,.iick  lahoin. 
The  -HiKjond  staKeoiily  lasted  ai)out  three  minutes.      H,m   torn- 
prriture  then   was    1048     F.  and  the  pulse   i:«).      Two  hours 
later   ilu'   ternj)erature   was   the   same.     She   was   then   «iven 
•  luiuineand  Dover's  powder,  and  hy  evenin-  th.^  temperature 
had  fallen  to  lOO'd    V.  and  th.,  pulse  t(.  10(>.     Then-  was  now 
some  distention  of  the  ahdomen  and  sickness  had  comt'  oii. 
She  did  not  retch,  hut  every  now  and  ayain  mouthfuls  of  dirty. 
I»il.-staine.l  fluid  welled  up.      Hvi.lently  r..-ur«itant  peristalsis 
l>Hd   set   in.      .MI  efforts   to  check   this.   .,r   to   Ket  the    l«,vvels 
movwl.  failed.     On  t.,e  12th  her  temi)erature  had  a^ain  risen 
to   M);{     F.  and  her  pulse  hecatne  very  had.      I  >rave  her  an 
iiijeetion  of  antistreptococcic  serum,  hut  it  did   no  «oo,l.     Sh«' 
'li(<l  about  Hfty-three  hours  after  deUvery.     She  was  quite  con- 
scious until  near  the  end.  hut  a  f.nv  hours  before  ,le.ith  became 
very  violent,  and  could  only  be  kept  in  bed  with  dilhculty. 

By  the  time  she  was  delivered,  the  Hn>,'er  was  in  a  very  satis- 
factory condition.  She  could  bend  it  without  pain.  If  she  had 
Mot  been  pregnant.  I  think  she  would  have  been  all  right  in  a 
t^vv  days.  The  blood  condition  in  pregnancy  seems  to  very 
luweb  lessen  the  resistance  against  septic  mischief.  That,  at 
l-ast.  is  my  interpretation  .)f  the  case.  If  that  is  true,  it  is  a 
very  strong  argument  in  favour  of  the  most  rigi.l  asepsis  in 
midwifery  work. 

The  poison  seems  to  have  been  fatal  to  the  fcBtus.  It  could 
"«'t  help  being  seriously  affected  through  the  placental  circula- 
tK.u.  and  no  doubt  its  powets  to  resist  such  a  virulent  poison 
vvould  be  very  feeble. 

'■xv'  //.  An  Old  lleln,-,emU  Abscess  :  Fatal.— Thi,  patient, 
'I  x-para,  «t.  thirty-nine,  suffered  from  an  incomplete  abor- 
t'on.  The  uterus  was  cleared  out  under  chloroform.  She  had 
lost  a  good  deal  of  blood  and  was  somewhat  collapsed.     Her 
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tenipeniture  whh  101"  F.  on  .uIiuiHHion,  but  hdofi  fell,  ami 
i-uiiminecl  tioniml  until  the  sixth  iliiv.  wIhmi  it  lOHt;  t<>  UM)"J 
F.,  uiid  Hh«  WBH  r(>|Kirt(.Hl  to  hiive  pUH  in  her  uiine.  At  thi^ 
time  thor«  wiih  no  tendcineHH  over  th«  uteruH,  hut  nhe  ««»mi- 
pliiincKi  of  pain  in  the  re>,'ion  of  the  right  kidney.  She  wii- 
»M)  stout  nothing  definite  could  Im*  niiule  out  hy  ()ul|>iitioii. 
She  stattnl  that  she  had  never  had  any  pain  in  the  ki<lne\ 
region  until  the  alxirtion. 

Ah  the  lochia  had  hecotne  otfeiiKive  I  examined  her  uarefulh . 
and  discovered  ii  small  sinus  to  the  right  and  l)ehind  the  cervix. 
On  dilating  this,  a  few  ounces  of  very  ftptid  pus  came  awa\. 
The  siims  led  U})\vards  and  backwards  towards  the  brim  of  thf 
|)elvis.  It  was  evident  there  was  an  abscess  cavity  alxwe  thi- 
brim  of  the  pelvis,  but,  as  the  patient  was  now  in  a  very  pn- 
carious  cotidition,  I  did  not  think  she  could  stand  a  scrioii> 
opeiiition.  The  siuus  was  washed  out,  and  a  strip  of  iodoform 
gauze  inaertetl,  in  the  hopes  that  free  drainage  would  occur. 

Next  <lay  she  was  very  ill  and  vomit«'d  several  times.  \\i\ 
temperature  was  only  101  F..  but  her  pulse  was  running 
There  was  some  distention  of  the  alKlomen.  The  gau/.e  Wii- 
removeil  from  the  sinus  and  a  vaginal  douche  given.  She  now 
iKigan  to  ciiiiiitlain  of  pain  at  the  base  of  the  left  lung,  and  evi- 
dence ot  pleuro-pneunioiiiii  was  found.  Siie  graduallv  sank  uihI 
(lied  next  ilay. 

At  the  post-mortt'in  examination  evidence  was  found  of  reeein 
ami  old  peritonitis,  especially  at  th(^  right  side  of  the  abdonifii, 
and  there  was  a  cuiisiderable  amount  of  pus  free  in  the  loW'  i 
part.  On  drawing  the  bowels  up,  a  large  retro-periiuinMl 
abscess  was  found.  The  main  cavity  lay  i)ehind  the  nulii 
kidney,  but  only  the  upper  end  of  the  kidney  had  been  in  vnt\- 
lact  witii  it.  The  kidney  was  iiealthy.  The  pus  had  made  it> 
way  down  retro-peritoneally,  behind  the  ciecum  and  over  ih  • 
brim  of  the  pelvis  near  the  ureter,  and  then  into  the  vagina  li\ 
the  side  of  the  cervix.     The  cascum  and  appendix  were  healths . 
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I'lH  hiul  tilsi.  I.um>u»'«l  up  U-liiiiil  tlu"  liver  tttiti  tliinujrl,  il,. 
•liiiphiii^.M.  Tin*  I'xiu't  point  of  niptuii'  into  tlic  iM't-ii  •  I 
ciivity  ('ouKl  not  In-  iiHwrtiiiiU'il.  Tlwii'  was  u  Iiir><.'  riiiiM  1 
old  Cindy  pun  in  thi-  nmin  cavity.  Tlu-  iiLhc-sh  had  .'vid<  , 
lH«?n  an  old  tulM>rciilar  orw.  hut  it  was  not  connccfrd  i.. 
way  with  <iiHcas«.<l  Immdv  TIut.-  wan  notliinjx  to  |Miint  to  ^  I, 
liad  oauned  il, 

TIh;  intL'riuf  of  the  iitcnis  \sa>  |)t'ili'«-tly  lu-altliy. 

Ah  aheady  statJHJ,  tin-  pati.'iii  had  assiiivd  ns  that  sUv  had 
lU'ver  had  any  {Niin  in  tlw  ivyioii  of  tho  ki.hu-y  provioin  to  the 
alKjrtion.  and  her  huHhand  afterwards  told  iih  he  had  mnor 
known  her  to  coinplain  of  any.  Another  lemaikahle  feature 
wan  the  well-nourished  condition  of  her  hody.  The  aJNloininal 
wall  had  alMint  an  inch  and  a  half  of  fat  on  it. 

From  the  appearance  of  the  parts,  the  ahscess  must  have  U-en 
there  a  loufj  time.  The  ahortion  had  prohahls  Ii>,'hteil  up  the 
action  and  cause<l  it  to  iimrow  in  ditt'eient  directions.  I  cannot 
say  when  it  lairst  iiit(.  the  peritoneal  cavity,  as  thi-re  was  no 
sudden  rise  of  temperature  pointing  to  this,  |,ut  I  think  it  hurst 
throuf,di  the  diaphra;,'tn  the  day  hcfoiv  she  died. 

It  this  ahscess  had  heen  discovered  in  time  and  prom|)tly 
npened  from  hehind  the  patient  mi^'lit  luive  JM-eu  saved.  1 
liazarded  the  opinion  that  there  was  ;m  al.sc'ss  l.rhind  her 
kidney  when  she  conii)lained  of  pain  in  that  iv^jion  ;  l.ul  as  it 
was  impossihle  to  palpate  it,  and  a•^  at  that  tim-  there  was 
nothing,'  in  her  condition  to  justify  an  exploratory  incM^ioii.  I  did 
Hot  make  one.  When  the  sinus  oi)ened  into  tlie  va^'ina  the 
patient  was  so  ill  that  1  di.l  not  think  she  could  si;„„l  in 
operation,  .\s  it  had  piohahly  hurst  into  the  peritoneal  cavity 
at  the  same  time,  I  do  not  think  any  j,'ood  could  have  iesiilte«l 
then  from  oj)ynin-,'  it  froni  hrhitid. 

('am'  III.  An  old  Hcfni-ca-ral  Ah.srcs.s  :  Futitl.  -Mr-,.  ('., 
a't.  thirty-four,  vi.-paia,  was  admitted  to  the  Glasgow  Maternity 
Ho»pital  on  account  of  having  had  repeated  ha-tnorrhages  for 
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eleven  days.      She  said   that  she   had   menstruated    shj,ditly 
alxjut  a  month  before,  and  previous  to  that  had  been  quite 
regular.      For  the  last  month  she  had  noticed  that  she  was 
rapidly   getting    stouter.      The    bleeding    of   which    she    com- 
plained had  occurred  at   night   when   she   was   in   bed.     Tlic 
tirst  attack  had  lasted  for  nine  hours  and  had  been  sever.-. 
She  was  weak  and  anaeinic.     On  palpating  the  abdomen  -.i 
central  abdominal  tumour  was  felt  extending  upwards  for  71  in. 
al)ove  the  pubes.     It  was  9i  in.  across  in  its  widest  portion. 
The  tumour  was  soft  and  elastic  and  did  not  contract.      NO 
fcBtal  parts  could  be  made  out.  nor  could  a  foetal  heart  be  heaiil. 
but  there  was  a  distinct  uterine  soufHe.     A  vaginal  examination 
revealed  that  the  cervix  was  soft,  and  that  the  tumour  was 
evidently  the  enlarged  uterus.     At  the  junction  of  the  cervix 
and  body  of  the  uterus,  a  distinct  groove  could  be  felt.     At  tlu' 
time  we  could  not  understand  what  this  meant,  but  the  subst- 
queut  post-mortem  examination  showed  that  it  had  been  tlic 
track  of  the  sinus  felt  through  the  mucous  membrane  of  the 
fornix. 

The  diagnosis  presented  considerable  difHculty.  She  was 
evidently  pregnant,  but,  according  to  her  menstrual  histois, 
she  liad  only  missed  one  period,  although  the  one  before  thai 
had  lieen  very  scanty,  so  that  at  the  most  she  could  not  be 
more  than  two  months  gone,  unless  she  hail  been  menstruatiui; 
regularly  while  pregnant.  From  the  size  of  the  uterus  she 
ought  to  have  been  nearly  seven  months  pregnant.  1  was 
inclined  to  think  I  had  to  deal  with  a  hydatid  mole,  but  could 
get  IK)  indication  of  any  ve.-iicles  having  been  passed. 

She  was  given  small  doses  of  ergot,  strychnine,  and  iron,  ami 
kept  under  observation.  On  the  fourth  day  after  admission 
therd  was  a  slight  discharge  of  bloji,  and  I  then  determined 
to  <riat»  the  cervix  and  explore  the  uterus.  Ou  passing  the 
linger  into  the  uterine  cavity  I  found  the  lower  part  full  of 
black  clot,  but  I  could  not  reach  an  ovum.     As  the  cervix  was 
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ri^id.  a  Barnes'  bay  was  inserted  and  left  in  for  some  hours. 
I^ilatation  was  then  completed,  and  the  ovum  found  in  the  upper 
part  of  the  cavity  attached  to  the  fundus.  A  four  and  a  half 
inojiths"  faitus  was  removed,  and  tJie  placenta  and  membranes 
cleared  out.  The  placenta  showed  no  evidence  of  haemorrhage. 
Tlie  uterus  was  washed  out  and  it  contracted  well.  The 
anterior  wall  of  the  cervical  canal  was  found  to  have  l)een 
lacerated,  but  as  the  tear  did  not  extend  into  the  vagina,  and 
tliere  was  no  bleeding,  it  was  not  specially  treate«l. 

The  patient  did  not  seem  to  sutfer  from  shock,  and  her  pulse 
was  no  weaker  than  it  had  l)een.      Her  temperature  was  100 
F.  at  the  ^v.i  •  if  delivery. 

She  d,  .  >ery  well  for  two  days,  and  then  vomiting  com- 
ni.-iiced.  Her  temperature  never  rose  above  102  F.,  but  she 
gradually  grew  weaker  and  died  four  days  after  delivery. 
Tli^^ie  never  was  any  distention  of  the  alxlomen,  nor  were 
tliii,.  any  indications  pointing  to  septicaemia. 

Tlie  post-moi-tem  e.xamination  revealed  that  there  had  been 
old  peritonitis.       The  caput  ctecum  was  bound  down  l)y  old 
a.lhfsions,  and,  on  freeing  it  and  drawing  it  up,  a  large  old 
abscess  cavity  was  found.     The  vermiform  appendix  was  cjuite 
five.     The  cavity  was  empty.      It  extended  up  as  high  as  the 
crest  of  the  ihum.  downwards  and  inwards  over  the  right  si<le 
"t  the  bladder,  by  means  of  several  sinuses.     Purulent  inHltra- 
tion  of  the  cellular  tissue  extended  <lown  as  far  as  Poupart's 
liiiaii.ent  and  round  tiie  right  side  of  the  pelvis.     On  removing 
tlif  pelvic  contents,  and  opening  up  the  uterus  and  cervix,  the 
tear  in  the  anterior  wall  of  the  cervix  was  found  to  lead  into  the 
siaus.     The  sinus  had  extended  down  the  cervix,  and  opened 
just  within  the  external  os  l)y  a  very  small  opening.     It  also 
appeared  to  have  opened  into  the  uppei-  part  of  the  cervical 
canal.     The  internal  surface  of  the  uterus  was  covered  with  a 
greyish  purulent  exudation.      No  bacteria   were  found  in  the 
l>lood  of  the  jugular  vein  on  microscopic  examination. 
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The  cause  of  death  seemed  to  have  been  exhaustion,  as  there 
was  no  evidence  of  septicuemia.  Strictly  speakinji,  this  ituse 
should  not  be  classed  as  one  of  septictemia,  but  the  presence  of 
the  old  abscess  makes  it  so  similar  to  the  last  one  that  I  have 
coupled  the  two  tofjether. 

The  discovery  of  the  aliscess  was  a  complete  siu-prise  to  nic. 
as  nothing  in  the  patient's  history  had  pointed  to  its  presonec. 
No  pus  had  been  discharged  during  her  stay  in  hospital, 
neither  did  she  tell  us  of  ever  having  had  any  discharge  except 
of  profuse  "whites"  six  months  after  her  third  confinenicnt. 
when  she  had  suffered  from  "  inflammation  of  the  womb,"  Imt 
that  was  years  before.  One  can  hardly  imagine  that  the 
abscess  could  have  formed  then,  as  her  fourth  and  fifth  conlitie- 
ments  had  been  quite  normal.  It  is  curious  that  so  lar>,'f  an 
abscess  could  have  discharger^  itself  without  the  patient'-. 
knowledge.  The  opening  was  very  small,  and,  as  it  was  within 
the  external  os,  the  pus  would  tend  to  ooze  away  slowly.  The 
position  of  the  opening  accounts  for  our  not  seeing  it  when  the 
cervix  was  being  dilated.  The  reason  why  the  anterior  vail 
of  the  cervix  had  torn  was  made  plain  at  the  post-mortem 
examination.  The  thin  partition  between  the  cervical  laiial 
and  the  sinus  had  given  way. 

.\  careful  examination  of  the  tear  would  have  led  to  tli<'  li-^- 
covery  of  the  sinus  during  life,  l)ut  nothing  would  have  i'eeii 
gained,  as  no  operation  would  have  been  of  any  avail. 

The  reason  why  no  haunoirhage  occurred  during  the  iJay, 
while  the  patient  was  up,  was,  I  think,  due  to  the  fact  tli:ii  the 
sinus  so  weakened  the  cervical  wall  at  its  upper  part  that  thf 
weight  of  the  uterus  caused  an  acute  l)end  at  the  junct'i'i  "i 
the  body  and  cervix,  and  thus  closed  the  cervical  canal. 

I  have  seen  two  other  cases  of  old  pelvic  abscesses  ii,  rht- 
hospital  in  the  practice  of  colleagues  within  recent  years.  The 
condition,  therefore,  cannot  be  termed  exceedindv  rare  In 
two  of  these  four  cases  there  was  absolutely  no  evidence  ■  '  the 
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l)resence  of  an  abscess,  and  in  none  of  the  cases  was  there  aiiy 
history  obtained  pointing  to  such  a  serious  complication. 

Cane  IV.  An  Old  Double  Pyo-mlpinj- :  Fafnt.— Mrs.  McN., 
itt.  twenty,  ii.-para,  was  delivered  by  forceps,  as  the  second 
stage  was  somewhat  prolonged.  The  first  and  second  stages 
of  labour  had  lasted  twenty  .oiu-  hours.  The  perineum  was 
partially  torn  and  required  throe  sutures.  The  child  was  alive 
and  weighed  7h  lb. 

Th  ;  patient  showed  an  unusual  amount  of  pigmentation  of 
the  face.  A  number  of  copper-coloured  scars  were  noticed 
about  the  buttocks,  and  she  gave  a  history  of  having  had  ulcers 
two  years  i)efore.      Syphilis  was  strongly  suspected. 

On  the  third  day  of  the  puerperitun  the  temperature,  which 
had  until  then  been  normal,  rose  to  101"  F.  and  the  pulse  to 
180.  On  the  fourth  day  the  temperature  lose  to  102  F.  An 
intra-uterine  douche  was  given,  but  everything  seemed  perfectly 
sweet.  Quinine  was  given,  and  the  temperature  fell  to  100'  F. 
next  morninc'.  but  rose  to  10:2  F.  in  the  evening.  Anothei' 
douche  was  given,  but  the  utei-us  seemed  perfectly  healthy. 
The  abdomen  was  now  distended  and  painful,  and  as  there  had 
l)et,'n  persistent  diarrhoea  for  three  days  we  suspected  enteric- 
fever.  There  were  no  rose  spots,  enlargement  of  the  spleen, 
or  epistaxis.  The  blood  gave  a  doubtful  Widal  reaction.  A 
st'cond  specimen,  taken  two  days  later,  gave  a  decided  negative 
reaction.  Tl  e  severe  diarrliu3a  pei'sisted.  The  temperatur.' 
varied  between  100  F.  and  10i>(i  F.,  and  tiie  pulse  from  100 
tn  l:U).  The  p'dse  grew  gradually  weaker  in  spite  of  free  stimu- 
lation, and  the  i.itient  died  on  the  ninth  day  of  the  inierperiuni. 
•lust  before  death  the  temperature  rose  to  104    F. 

The  cause  of  death  had  evidently  been  septic  peritonitis.  I 
felt  pretty  eonfidetU  that  the  soure-:  of  infection  would  not  \>t- 
found  in  the  vagina  or  uterus.  The  lochia  had  remained 
sweet,  and  the  perineum  had  healed.  No  pelvic  swelling  could 
I'e  made  out  per  vwiinam,  and  the  distention  of  the  alxlomen 
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prevented  one  from  making  ont  anythin>,'  liinianually.  By 
means  of  the  post-mortem  examination,  I  was  enabled  to  vorifv 
my  opinion. 

The  aixlomen  was  much  distended  and  somewhat  discoloured. 
On  opening,'  it  a  quantity  of  thick,  opacjue,  sanguineous  fluid 
escaped,  carrying  numerous  flakes  of  cuidy  pus  with  it.  This 
came  from  the  lower  part  of  the  aixlomen,  chiefly  from  the 
right  side.  A  consideiable  amount  was  removed  and  the  parts 
examined.  The  appendix  was  found  fairly  healthy,  save  for 
some  old  adhesions  ;  the  bowels  generally  were  distended,  in- 
jected, and  slightly  glued  together.  The  right  Fallopian  tube 
was  swollen,  injected,  and  a  (|uantity  of  purulent  necrotii 
material  was  found  at  the  ostium.  The  ovary  was  soft  ami 
gelatinous,  and  came  away  easily  ;  it  seemed  to  have  formed 
the  posterior  wall  of  a  large  pyo-salpinx.  The  left  tube  and 
ovary  were  iu  exactly  the  same  state.  The  interior  of  the 
uterus  was  perfectly  healthy  in  appearance. 

There  is  no  doubt  that  this  was  a  case  of  old  double  pyo-sal- 
pinx. The  abscesses  were  certainly  not  of  recent  origin.  If 
they  were  both  present  before  impregnation,  the  question  i> 
bow  did  the  ovum  find  its  way  into  tlie  uterus.  The  t) varies 
wei-e  so  destroyed  that  it  was  impossible  to  decide  from  which 
the  ovum  had  come.  The  tube  of  that  ovary,  at  I^ast.  must 
have  been  free  of  pus  to  allow  of  tlie  ovum  passing. 

If  we  had  l)een  al)le  to  exclude  enteric  fever  when  tlu-  scniiii 
was  first  examined,  I  would  have  opened  the  alxlonien,  and 
might  possil)ly  have  saved  the  patient,  but  by  the  time  a 
decided  negative  Widal  reaction  was  got  the  patient  was  mori- 
bund. 

A  short  time  previous  1  had  seen  an  almost  identical  cabe  in 
consultation  in  the  country.  The  child  had  been  born  liefore 
the  doctor's  arrival,  and  there  had  been  no  vaginal  examination. 
Profuse  diarrhcea  set  in,  with  a  rise  of  temperature.  There 
was  no  palpable  tumour,  but  there  was  some  tenderness  at  the 
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side  of  the  uterus.  I  at  once  su','i(este(l  U\  the  doctor  that  I 
thought  the  source  of  infection  was  from  the  tube,  and  he  then 
told  me  that  he  had  treated  the  husband  for  j,'onorrha)a  two 
years  before.  The  Widal  reaction  was  ne;,'ative.  She  iinjjitivcd 
for  H  Uttle.  but  died  about  ten  days  hitei .  If  she  had  been  in  a 
place  where  an  operation  was  feasible  I  would  have  o|)ened  the 
abdomen.  There  was  no  post-iuorteni  examination,  but  in  the 
light  of  the  second  case,  1  am  firmly  convinced  that  my  diag- 
nosis was  correct. 

i'asi-  V.  A  Ca.v.  of  l rononluml  Uhenmatiy.m  :  Fatal.  —Mrs. 
C,  set.  thirty-one,  iv.-para,  eight  months  pregixant.  For  the 
past  three  years  this  patient  had  suffered  from  ex  <  erne  nervous- 
ness and  occasional  attacks  of  petit  mat,  following  on  the  sudden 
death  of  her  two  children  from  malignant  measles.  Her  third 
confinement  had  been  quite  normal.  During  the  present  preg- 
nancy she  had  suffered  a  good  deal  from  nervousness,  but  hei- 
health  had  otherwise  been  fairly  good. 

On  23rd  June  she  was  going  about  as  usual,  until  about  10 
P.M.,  when  she  was  seized  with  severe  pain  in  the  right  knee 
and  heel  when  going  upstairs.  When  1  saw  her  at  11.30  p.m. 
she  was  screaming  with  the  pain.  Tliere  was  no  swelling  of 
the  parts,  but  a  point  to  the  inner  and  outer  side  of  the  knee 
was  excessively  tender.  Her  pulse  was  120  and  temperatuic 
99  P.  She  was  given  [  gr.  morphia  hypodermically,  and  1;> 
«r.  sod.  salicyl  every  four  hours,  and  hot  fomentations  were 
applied.  Anodyne  applications  and  lilisters  to  the  knee  were 
tried  afterwaids,  but  large  doses  of  morphia  alone  relieved  the 
pain. 

On  the  eighth  day  after  the  seizure  labour  came  on.  By 
this  time  there  was  some  swelling  of  the  knee,  but  nothing 
maiied.  .\s  yet  her  temijerature  had  never  risen  above  100 
F.  I  delivered  her  with  forceps  of  a  live  female  child,  and  while 
she  was  under  chloroform  I  punctured  the  knee-joint  with  a 
h\j)udermic  and  got  a  little  seio-pus  from  the  inner  side.     A 
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few  hours  later  I  opened  the  joint  freely  and  uollecte<l  sonu-  of 
the  fluid  in  stei'ilised  tubes.  There  was  very  little  pus  iti  the 
fluid.  A  lar^e  drainaj^e  tube  was  passed  through  the  joint. 
In  the  evening  her  temperature  rose  to  nearly  104  V.,  hikI 
her  pulse  to  140. 

On  the  thii-d  day  after  delivery  a  jjunctate  lasli  developed 
over  both  wrists,  and  she  befj;an  to  complain  of  severe  pain  in 
the  right  one.  She  had  now  become  quite  maniacal,  and  for 
twenty-four  hours  was  kept  in  bed  with  diliiculty.  Thoic  wun 
no  distention  of  the  aixlomen  nor  pain  over  the  uterus,  and  tht- 
lochia  remained  sweet.  The  temperature  fell  to  normal  on  the 
fourth  day.  hut  soon  rose  a^ain.  The  patient  died  on  the  sixth 
day  after  delivery.  She  had  been  treated  with  large  doses  of 
quinine  and  morphia  twice  a  day,  but  nothing  seemed  to  do 
her  any  good. 

At  first  I  was  inclined  to  look  upon  the  case  as  one  of 
hysteria,  kno\ying  the  nervous  state  of  the  patient,  but  I  very 
•soon  ,  ame  to  the  conclusion  that  I  had  to  deal  with  rheuniatisui 
of  a  f<onorrhoeal  origin,  and  this  diagnosis  was  confirmed  as  the 
child  developed  typical  ophthalmia  in  one  eye  on  the  third 
day  of  its  life.  Pus  from  the  eye  showed  diplococci,  evidently 
gonococci.  An  examination  of  the  fluid  from  the  knee-joint 
revealed  staphylococci,  but  no  strepto-  or  gonococci.  Un- 
doubtedly there  was  mixed  infection  in  this  case.  The  child 
survived,  and  it  afterwards  developed  congenital  syphilis,  so 
that  the  infection  was  a  very  mixed  one.  This  patient  had 
never  shown  any  indications  of  venereal  disease,  and  all  hei' 
former  children  had  been  quite  free  fiom  any  taint,  so  she  must 
have  been  infected  subsequently  to  her  third  confinenuiit. 

Case  VI.  EijHipelas  of  Face  and  Pmrperal  Septicairiia: 
liecooery. — I  was  asked  by  a  sanitary  officer  to  see  a  prim i  para, 
at.  thirty-three,  suffering  from  erysipelas  of  the  face,  in  order 
tf»  decide  whether  or  not  she  should  be  removed  to  the  erysipelas 
wards  of  the  Fever  Hospital.     I  found  that  she  was  in  labour. 
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The  OH  was  the  size  of  a  florin  and  the  iiieiiibmi  ;s  were 
ruptured.  The  pelvis  was  coiitnicted  (flat  rickety),  with  a 
flia^onal  uonju^ate  of  barely  4  in.  I  did  not  eonsidei'  it 
ailvisahle  to  remove  her  to  an  erysipelas  ward. 

When  the  os  was  dilated  ujore  fully,  some  hours  later,  she 
was  ilelivered  with  forceps  with  difliculty.  The  child  could 
not  be  resuscitated.  The  perineum  was  sli«^htly  torn  and  re- 
(juired  two  stitches.  Next  day  she  was  very  well,  with  a 
normal  tem{)erature,  and  pulse  of  1 1 '2.  The  face  was  still  much 
swollen.  On  the  third  day  of  the  puerperium  the  temperature 
rose  to  101  F.  and  the  inilse  to  120.  The  uterus  was  douched 
out  with  corrosive  sublimate.  The  lochia  had  now  become 
foul,  and  the  aMomen  was  becoming,'  distended,  and  there  was 
some  diarrhcea.  Next  day  she  was  worse,  so  1  notified  the 
case  as  one  of  puerperal  sepsis,  and  ordered  her  removal  to  the 
Fever  Hospital. 

Six  days  later  I  was  asked  to  see  the  woman  to  take  the 
stitches  out  .'I  ihe  perineum,  and  I  then  learned  that  she  had 
refused  to  go  to  the  Fever  Hospital.  I  found  that  she  had 
had  profuse  diarrhcea  all  that  time,  and  it  was  still  present. 
She.  was  very  weak,  but  the  abdominal  tenderness  had  dis- 
appei'.red,  and  the  temperature  fallen  to  nearly  normal.  She 
had  had  no  iitatment  but  copious  supplies  of  whisky.  1  took 
the  stitches  out  of  the  perineum,  and  found  it  had  not  healed. 
The  lochia  were  very  foetid.  The  erysipelas  had  disappeared 
from  the  face.  A  few  days  later  she  was  removed  to  the 
Fever  Hospital,  where  she  ultimately  recovered,  and  has  since 
been  delivered  of  another  child  in  the  Maternity  Hospital. 

Th  .t  she  recovered  has  always  seemed  to  me  a  marvel,  con- 
sidering the  filthy  house  she  was  in,  and  that  she  lay  for  a  week 
without  any  treatment.  Th  ->  uterus  was  no  doubt  infected  by 
the  erysipelas. 

In  this  connection  I  may  refer  to  a  case  of  septicaimia,  where 
the  infection  was  conveyed  to  the  patient  by  a  nurse  who  had 
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just  come  from  attending  a  cane  which  had  eryKijHjlas.  Tiu- 
nurse  was  not  to  blame,  as  she  was  unaware  of  her  lii>t 
patient  having  erysipelas.  The  second  one  develoiwd  violent 
septicrpniia.  from  which  she  died  a  few  days  later. 

I  need  iiardly  say  that  if  one  is  unfortunate  enough  to  liu\,t 
to  deal  with  a  case  of  erysipelas  one  clmnot  he  too  careful  in 
sterihsin-,'  one's  hands,  etc.,  More  atten<lin«  a  confinement  tiiM. 
In  fact,  a  practitioner  who  is  attending  much  erysiiM^las  sh(.iil.| 
not  do  midwifery. 

('a>ic  VII.  .htte-partum  Septic(eviia.  -it  is  seldom  one  s.  .s 
a  case  of  acute  septicaemia  liefore  delivery,  where  the  infectini, 
has  probably  l)een  conveyed  into  the  system  through  the  genital 
canal.     The  following  case.  I  believe,  was  of  this  nature  :  — 

J.  S.,  (fit.  twenty-two,  i.-para,  was  brought  into  the  hospital 
moribund.  She  had  been  in  lal)Our  for  five  days  under  the  care 
of  an  old  woman,  who  had  not  seen  anything  in  the  condition  „f 
the  patient  to  alarm  her.  .\  neighbour,  however,  had  insisted 
on  calling  in  a  doctor,  who  at  once  ordered  the  removal  n( 
the  patient  to  the  Maternity  Hospital. 

On  admission  the  patient  was  cold  and  pulseless,  but  iiei 
mind  was  quite  clear.  Her  lips  and  tongue  were  l)lack.  aii<i 
there  were  livid  patches  on  her  face  and  body.  There  wji-,  a 
horrible  cadaveric  odour  from  her.  On  placing  the  hand  on  the 
abdomen  distinct  friction  could  be  felt.  The  vagina  was  in  a 
frightfully  septic  condition,  and  th«^  stench  from  it.  especiiiily 
during  and  after  delivery,  was  overpowering.  The  pelvis  \\a« 
slightly  contracted.  The  head  was  perforated  and  delivei\ 
easily  effected.  The  fcetus  was  ])utrid.  There  was  no  bleed- 
ing, but  the  uterus  remained  quite  uncontracted.  On  passing  tny 
hand  in  I  found  the  placenta  was  adherent.  The  uterus  felt 
like  a  collapsed  football.  As  1  ])eeled  the  placenta  otit  'he 
uterus  tended  to  invert.  There  was  no  bleeding.  A  lame 
sahne  injection  was  given  under  the  patient's  breast  and  hyjo- 
derinics  of  stryclmine,  l)ut  she  died  in  a  few  minutes.     We  did 
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not  K'et  .1  iK,st-n,ort<.n,  examinati..n.  an  we  wen-  only  too  «la.l 
to  get  the  iKxly  out  of  the  hospital  as  ,,„icklv  as  jmsible. 

The  .lirty  fir.«ers  of  tJie  old  ^vo,n«n  had.  \  think,  infecte^i  th- 
patient  Home  davH  pn-viouH  to  admisHion. 

Tetanus.  -This  is  a  very  mre  complicati,.,,  „f  the  put-i- 
IHTMin,,  ami.  when  it  .loes  oc-cur.  it  is  likely  to  he  fatal  The 
disease  ,s  due  to  infection  fron.  the  tetan'us  haeillus.  which 
may  «am  entrance  to  th.-  system  through  tlu-  hirth-canal  in 
•lust-laden  air.  or  n.ore  prohahly  through  the  ruediun.  of 
"nclean  hn«ers  or  instruments.  The  infection  n.ay  also  «ain 
entrance  through  a  wound  in  any  part  ..f  the  hody. 

The  syn.pton.s  are  exactly  the  same  as  in  an  ordinarx   ease 
ol  tetanus.     They  n.ay  JH^yin  to  manifest  themsehes  any  time 
<lur.nfr  the  puerperium,  but  not  usually  later  than  th.-  second 
week.     At  fn-st  the.e  may  he  merely  a  certain  amount  of  stiff- 
..ess  about  the  jaws  and  neck,   but  this  soon   becon.es  n.ore 
ma.ked.  and  the  other  muscles  of  the  l>ody  becon.e  atlecte.!. 
The  d.se..se  may  run  its  course,  usually  to  a  fatal  issue,  within 
a  fow  days,  but  it  may  last  much  longer.     The  fever  may  l)e 
u,d,  th.-ou«hout.  or  just  befo,e  death,  but  in  some  cases  it  mav 
I'.'  -luite  .noderate.  or  entirely  wanting,      fn  some  eases  th.re 
■s  a  mixed  mfection.  and  then  the  fever  n.ay  be  high,  irre      ,•- 
tive  of  the  tetanus. 

Dla<„„m..    -Rigidity  „f  the  jaws  and  retraction  of  the     ..ad 
a-v  usually  the  earliest  indications.      When  the  trunk  m-  ^cles 
are  atfected  the  condition  cannot  be  mistaken,  but  occasionally 
m  the  early  stages,  it  has  been  mistaken  for  hysteria 

/';v./«o.,/,s.._It  is  exceedingly  dangerous.  About  90  pe,- 
c'nt.  of  the  patients  die.  This  is  much  the  sa.ne  as  in 
surgical  cases,  so  the  puerperal  conditio.^  does  nr.t  seem  to 
inHuonce  one   way  or  the  ot» 

7'm,/,.,.,./.__The  utei-us  vagina sh,>uld  be  ve.y  thorou<^hlv 
OH.ntected  with  perchloridt  .1  mercury  douches.  Chloral  and 
l^'om.de  should    be   given   in   large  doses,   or  the   antitetanic 
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>wi'um  used.  In  the  only  wise  which  I  huvo  seen,  the  liitf^T 
WUH  used  freely,  l)Ut  it  Heeinerl  to  inak(>  mattui'H  woi-He,  FlirMt 
iiientionH  n  similar  experience.  The  patient  should  ha  vory 
freely  stimulated. 

Casp. — Mrs.  K..  lot.  twenty,  primiiMvra.  I'atient  had  been 
in  laliour  for  twenty-four  hours,  under  th<^  care  of  u  midwife 
and  a  doctor.  The  latter  had  attempted  to  deliver  with  forceps 
without  C!HOl.,.  On  examination,  the  abdomen  was  found  to 
bw  iiendidous,  the  bladder  somewhat  distended,  but  no  Bundl's 
rin^'.  The  os  was  dilated.  Patient  had  no  pains.  There  was 
(Kmsidorable  oedema  of  the  vulva  and  bruisinj^  of  the  va^iiiia, 
an<l  the  cervix  had  also  been  torn.  The  conju>?ata  vera  was 
made  out  to  Ik*  'X\  in.  As  no  fcetal  heart  sounds  could  he 
heard,  craniotomy  was  done.  The  child,  minus  the  braiii. 
weighed  8  lb.  There  was  some  albumin  in  the  urine.  Patient^ 
progress  was  at  first  very  satisfactory,  although  the  tempwa- 
ture  was  somewhat  raised.  An  intra-uterine  douche  was  given 
on  several  occasions,  but  toothing  abnormal  came  from  the 
uterus.  But  sev.^n  days  after  delivery  she  began  to  compliiin 
of  stiffness  in  the  muscles  of  the  jaw.  Next  morning  she  was 
unable  to  open  her  mouth,  and  she  made  great  complaint  of 
pain  and  stiffness  in  the  muscles  of  the  jaw  and  neck.  By 
midday  the  head  was  retracted,  and  both  eyebrows  niised, 
She  was  unable  to  swallow.  She  complained  of  acute  pain  in 
the  back  of  the  neck  and  sternomastoids.  In  the  afternoon 
she  was  worse,  restless  and  fretful,  and  the  head  was  more 
markedly  retracted. 

Seventy  c.c.  of  Pasteur's  antitetanic  serum  were  injected 
into  the  right  flank  in  two  separate  doses.  Patient  slept 
thereafter,  with  short  intervals  of  wakefulness,  and  complainefi 
on  v.akening  of  severe  pain  in  the  back  of  the  neck. 

At  1.15  A.M.  on  the  ninth  day  she  had  a  severe  respiratory 
spasm,  affecting  chiefly  the  muscles  of  the  larynx.  The  move- 
ments of  respiration  kept  up,  i)ut  almost  no  air  entered  the 
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lun«H.  She  recovered  from  thig  in  Hfteeii  ininuteH.  Iiut  ten 
ininiileH  later  \m\  imother  HpaMin,  go  Hevere  that  she  Injcaino 
asphyxiated .  Movements  of  respimtion  ceased,  she  Ixjcame 
rtlaxcd,  jjiipils  dilate«l.  an«l  the  ptdse  was  ahuost  imperceptihle. 
AitiJipial  respiration  was  iwrfornied  for  a  few  minutes,  when 
hIk>  fiemin  to  breathe  aKain  naturally.  She  hiul  numerous  further 
spasujs  which  were  relieved  hy  chloroform  inhalations,  but  she 
iMHJime  Knulually  more  and  more  exhausted,  the  head  l>ecoinin« 
mf)rf  extremely  retracted.  She  died  cyanosed  ut  1.10  i>.m. 
Respirations  ceased  before  the  heart  stopiied  l)eating.  She 
had,  in  all.  twelve  spasms,  which  latterly  affected  the  muscles 
of  the  Inick  as  far  as  the  lumlwir  ref?ion.  Throuxhout  the 
aitiiek  there  was  no  rigidity  of  the  aWominal  muscles. 

No  post-mortem  examination  could  be  obtained. 

The  infection  had  undoul)tedly  l)een  conveyed  to  this  patient 
l»efore  her  admission  to  hospita"..  She  bad  a  partially  cicatrise<l 
wound  on  one  of  her  hands,  and  it  is  just  possible  that  this 
was  the  seat  of  infection.  The  serum  seemed  to  aggravate 
her  condition. 
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COMI'r.lCATIONS  (IK  TIIK   I'l  KlU'KltllM  ((..„/, „„.,/i. 

Dim  i>t(!>t  of  ilio  Cardio.Viiscul.ir  SyHti'iii -S\  u.  .(|h — SIt.uk— KmtH.li-iii 
('iwi'8 -r'lil(.l)iti»— I'lilcniniiHiii  Mill  l)()loii>«— ('hhi's— Miiinmarv  <...„. 

piicatiims  -(liilactocoli'  — C'oinpliriuioiit    of    ttu'    N'.tvoum    Sv-i 

I'liriil.viiiH — KrliiiiipHia  and  Clioicn— InHuuity. 

DiMKAHKH    OF    THK    C  \  liDIO- VvSCULAK    SysTKM. 

Thk  Hiiliject  of  cimliiiu  disea>-'!  Iuih  been  already  ho  fully  in-afivl 
in(lealii,4  with  pregnancy  aud  labour,  that  very  little  ii.hhI  h. 
added.  (Jardiac  disease  Heldotu  arises  duriti<,'  the  puciixTiiiiii, 
•*xcept  in  connection  with  sepsis,  us  an  acute  ihtIco  diti^  -i 
malignant  endocarditis,  which  inevitably  terminates  fatally  I  ii 
the  majority  of  cases  of  cardiac  disease,  if  tlie  patient  pris^es 
safely  throuj^h  the  strain  of  labour,  she  will  recover,  bni  dfiKJi 
may  occur  from  rardiac  failui  •  within  a  few  hours  of  the  •  nl  ui 
labour  (sec  case  vi.,  pa^^e  .1oo». 

Syncope. — This  is  common  afi  -r  -cverc  ;eniorrha>,'c.  '■  it 
it  occasionally  arises  in  cases  where  th.  re  ha  j.  on  no  ha'ni-  - 
rhaf,'e,  and  where  the  heart  s  appare'i-ly  healthy,  iis  no  munniir* 
can  be  detected.  The  lirart  is  pn)bal)l\  fatt\  and  dilatca, 
especially  on  its  rij,'ht  side.  Tf.e  patient  sudd.nly  coUap^'^ 
after  delivery,  and  shows  n  i  ti  •  indications  of  severe  shock. 
She  may  die,  if  prompt  mea>  in  s  are  not  adopted  to  stimul  ite 
her. 

The  two  following,'  case  occiurnd  in  the  hospital  within  m  >l;i\ 
or  two  of  each  other.  Th-  ti?  st,  an  unmarried  primipara.  vas 
delivei-ed  by  natural  effort-  af     :•  a  labour  of  a  few  hours,      i'iif 
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placwiittt  an<t  iij»'riil»miu'H  wor*.  iullu.r(nit,  iimi  wen-  roim.vwj 
iiiulni  fhl.Mofonn.  Tluiv  whh  no  |H)si-|)uitmu  hi«iii..n»mm., 
and  yt't.  \vh«'ti  iIm"  |»iUii-rit  cuini'  out  of  the  clilorofonu,  nhc  m- 
hi»>ite(J  mich  i»iofoumi  cIlupM'  ihat  sho  lookcil  uh  if  mIh-  w.mv 
(lyiiij;  H«'r  pulno  bwnmo  uIiuohI  iiu|M«i-ciiptil)ltt.  Sim  wiw 
frw^ly  stiniul.ito.1  by  strychnine  hy|)OileiiniciiIly,  imd  whisky  by 
th''  mouth,  iind  wan  sunoundisd  with  hot-wiiU*r  bottlon.  For 
s«v«nil  days  her  puis*;  r.Mnuin.'d  very  itipid  un.l  Uwh\v,  but  nht- 
iii(vd«!  u  goo<i  recovery. 

In  the  Hwoiul  oHSf  ther.-  was  a  sli«ht  amount  of  p*jst-|uirtinn 
hii-inorrhaK*'.  but  not  sidlicient  to  account  for  the  alarming 
proHtration  which  came  on  after  an  eacy  lal)our.  It  looked  as 
if  there  had  been  nn  internal  huMiiorrluiKe  from  a  riiptured 
vminme  vein  in  thr  broad  ligament.  The  patient  was  freely 
stimulated  and  >,'iven  a  saline  injection,  and  she  ;,'radually 
ralli.-d.  but  the  pulse  was  very  feeble  for  some  time.  A  careful 
exiuiiiiiiition  faih'd  to  reveal  any  evidence  of  an  internal  htumor- 
rli!.-.-.  -ither  into  the  peritoneal  cavity  or  the  broad  ligament. 
Shock.— After  severe  or  prolon;,'ed  labours  then-  is  ^enerallv 
a  foiisidenil.le  amount  of  collapse  from  shock. 

This  should  be  treated  by  warmth  and  free  stinudation. 
Strv  iiiiiiie  is  by  far  the  best  stimulant  in  these  cases,  and  it 
shr.uld  I.,  niven  freely  hypodermically.  Saline  infusions  of  one 
i>\  iiioif  pmts  are  also  most  useful. 

Embolism.— Embolism  of  the  lun^r  may  arise,  any  time 
durme  the  i)iu  iperium.  I)ut  it  sometimes  happens  .a  the  time 
ot  labour  It  is  liable  to  occur  in  cases  of  thrombosis  of  the 
veiiis  of  ti.e  le^s,  ,ts  in  phlegmasia  alba  doiens,  fnit  it  may  occu.- 
HI  a  case  where  the  puerperiuu.  is  apparently  following  a 
aormal  course.  In  the  latter  insuinc  the  dot  seems  to  eonie 
horn  one  o»  .  ine  sinuse     or  fr  =,n  one  of  the  veins  in  the 
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it  is  easy  to  understand  how  a  bit  of  one  of  these  clots  imiy 
readily  be  detached.  The  entrance  of  air  into  the  circulation 
will  cause  much  the  same  condition. 

Siyms  awl  Symptotns. — The  patieiit,  who  may  have  Umh 
feeling  quite  well,  is  suddenly  seized  with  dyspnoea  and  a  feel- 
ing of  impending  death  by  suffocation.  She  will  sit  up  in  fted 
and  throw  the  clothes  off  in  her  endeavours  to  gain  breath.  Tin- 
attack  will  probably  prove  fatal  in  a  few  minutes,  before  aii\  - 
thing  can  be  done  to  relieve  her.  If  she  does  not  die  in  a  few 
minutes  there  will  be  some  hope  of  saving  her. 

Treatment. — If  a  patient  suffers  from  thrombosis  in  any  of  her 
veins  she  should  be  warned  to  keep  at  rest,  and  massaging  tlip 
hmbs  should  not  be  allowed.  When  embolism  happens,  tin 
patient  should  at  once  l)e  propped  up  in  bed  and  given  stitmi- 
lant  as  freely  as  jxissible,  in  the  form  of  sal  volatile,  whisk>,  <ir 
l)rancly.  If  oxygen  were  at  hand  it  could  he  used,  and  would 
probably  do  good.  If  the  patient  survives  the  first  onset  she 
should  be  kept  ))•  rfeetly  quiet,  and  be  treated  with  large  di.srs 
of  carbonate  of  ammonia,  perha])s  combined  with  iodide  liit<r 
on,  to  cause  absorption. 

Cane  /.—A  multipara,  with  a  very  rigid  cervix,  bej>iiii  to 
show  indications  of  exhaustion,  after  l)eing  in  labour  for  ii  eun- 
siderable  time.  The  membranes  liad  ruptured  early,  llndn- 
chloroform,  I  dilated  the  cervix  manually  and  delivered  uiili 
forceps.  There  was  a  free  post-partum  haunorrhage,  \vtii<  h 
was  checked  by  an  intra-uterine  douche.  The  patient  Ixiini 
to  complain  of  diHiculty  of  breathing,  and  said  she  felt  as  if  In  i 
chest  was  encircled  by  an  iron  band.  Her  pulse  became  v.i\ 
rapid  and  weak,  and  I  thought  she  was  dying.  She  was  lym- 
on  her  left  side,  and  she  begged  me  to  turn  her  on  to  her  ri;.lit 
side.  I  did  so,  and  as  her  head  touched  the  pillow  she  ya\r  ;i 
very  deep  inspiration  and  said  at  once,  '  I  am  all  right  ".  Slie 
breathed  quite  naturally  after  that  and  had  no  further  troul<l<'. 
I  never  could  find  any  indication  of  an  i  ifarction  in  the  imi^ 
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afterwards.  This  inav  not  have  l)eeii  a  cast-  of  ciiihoHsin,  l)ut 
dinically  the  symptoms  were  identical.  If  there  was  an 
uinbolus,  I  do  not  know  what  hecame  of  it  afterwards.  The 
condition  may  possibly  have  been  caused  by  the  entrance  of  air 
into  the  circulation.  The  chanf,'e  in  her  condition  was  very 
marvellous  and  sudden.  The  Kaspin^,  struggling,',  breathing, 
ended  in  one  long  inspiration  and  feeling  of  instantaneous 
relief. 

dm;  II. — A  nmltipara,  delivered  in  connection  with  the 
outdoor  department  of  the  Maternity  Hospital,  suffered  from 
phlebitis  in  one  of  her  legs.  There  was  no  phlegmasia,  but 
there  was  slight  thrombosis.  She  was  ordered  to  keep  her 
bed,  and  did  so.  On  the  twenty-second  day  of  the  puerperium, 
while  lying  in  bed,  she  suddenly  sat  up,  threw  the  clothes  off, 
gasped  for  breath  and  died  in  a  few  minutes.  By  the  time 
1  reached  the  house  she  was  dead.  A  piece  of  clot  had  un- 
doubtedly separated  and  j)assad  on  into  the  lung.  She  was 
lying  in  bed  at  the  time,  but  had  very  probably  been  moving 
her  legs,  and  thus  caused  the  separation  of  the  clot. 

Case  ///.—Mrs.  D.,  vi.-para,  vet.  thirty-three,  was  admitted 
to  the  Glasgow  Maternity  Hospital  on  •24th  November,  liMX), 
complaining  of  frequent  and  pnjfuse  flo :>ding.  She  had  had  an 
abortion  al)out  four  months  before.  She  was  again  about  two 
months  pregnant,  and  had  lately  had  profuse  bleedings.  She 
was  very  nervous,  and  evid.Mitly  sufffning  from  alcoholism. 
The  uterus  was  enlarged,  l)ut  the  os  was  undiiated.  Tlifi-e 
was  very  little  bleeding.  The  vagina  was  well  douched  and 
plugged.  The  plugging  was  repeated  next  day.  After  the 
second  plug  was  removed  she  was  given  cidoroform  in  order 
to  clear  out  the  uterus.  Hegar's  dilators  were  used,  as  the  os 
was  only  partly  dilated.  Uefore  the  uterus  conld  be  cleared 
with  the  flushing  curette  she  stopped  breathing,  and  artificial 
respiration  had  to  be  performed  for  some  time.  The  operation 
was  discontinued,  and  as  there  was  considerable  oozing  from 
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the  uterus,  the  cavity  was  plugged  with  iodofoiiii  gauze.  Slif 
was  freely  stimulated  by  enemata,  and  hypodermic  injections 
of  ether  and  strychnine,  and  a  large  saline  injection  were  given. 
Next  day  a  pint  and  a  half  of  saline  infusion  were  given  into 
the  abdominal  wall,  as  she  was  very  weak  and  her  urine  was 
scanty. 

As  she  was  so  weak,  no  attempt  was  made  to  clej-r  out  thf 
uterus.  The  ovum  came  away  on  the  29th,  but  there  was  still 
some  decidua  left. 

Ou  the  30th,  alx)ut  8.1  o  a.m.,  she  awoke  in  a  very  breathless 
condition,  and  died  in  a  tew  minutes. 

At  the  post-mortem  examination  a  large  ante-mortem  clot 
was  found  in  the  right  ventricle.  It  was  adherent  to  tlu- 
endocardium  and  musculi  papillares,  and  extended  right  up 
into  the  pulmonary  artery.  The  heart  was  dilated  and  fatt> . 
No  trace  of  an  infarction  could  be  found  in  the  lungs,  but  ihv 
elongated  clot  had  completely  lilocked  the  artery,  even  extend- 
ing into  the  two  branches. 

The  presence  of  this  large  ante-mortem  clot  was  very  inter- 
esting, in  view  of  the  fact  that  superficially  there  was  a  markcii 
diminution  in  the  coagulability  of  the  blood.  Her  tongue  hud 
bled  for  several  hours,  from  a  slight  puncture  made  by  forceps 
in  keeping  it  forwards.  There  were  also  hsemorrhages  int.. 
the  subcutaneous  tissues  at  the  several  hypodermic  punctures, 
and  at  the  points  of  infusion.  It  looked  almost  as  if  she  were 
suffering  from  a  mild  form  of  haemophilia. 

Phlebitis.— I nflymmation  of  the  veins  of  the  legs  is  not  very 
uncommon.  It  is  usually  associated  with  varicosity.  The 
patient  complains  of  pain  in  the  calf  of  the  leg  or  behind  tlic 
knee.  Some  redness  will  be  seen,  and  the  part  will  be  tender. 
If  there  is  much  inflammation,  thrombosis  will  occur,  and  if  the 
lymphatics  i)ecome  involved  the  whole  limb  will  become  swollen 
and  tense,  and  the  condition  of  phlegmasia  alba  dolens  will 
arise.     The  clots  may  suppurate. 
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Tivatiumt.— The  patient  must  l)e  kept  quiet  in  be.!  MvI  have 
local  sedative  ai)plicati(ms,  such  as  leail  and  opium,  -  ■IL-uonna. 
etc.  [f  there  is  any  clotting,  the  part  must  not  \n  r.o-ed  or 
liandled  much,  for  fear  of  detachin-,'  a  piece  of  clot,  fl  suppura- 
tion occurs  free  incisions  nuist  he  made. 

(Jane  0/  Phlebitis  with  ThnmibosiH  (iit<l  SupjiiiraliDn.    -T.  S., 
ii.-para,    aet.    thirty-three,    full    time,  natural    delivery.       The 
pe'.neum  was  slightly  torn,  and    required  two    stitches.     On 
the  third  day  of  the  puerperiuni  tht  temperature  rose  to  102-() 
h\  m  the  evening,  but  fell  to  nearly  normal  next  morning.     For 
the  next  ten  days  there  was  an  evening  rise  to  nearly  102    F. 
Tlie  lochial  discharge  was  foetid.     The  case  was  one  of  sapne- 
mia,  and  was  treated  hy  douching.       On  the  sixth  day  of  the 
puerperiuni    the  veins  in  the    poplitea    .space  and  calf  of  the 
left  leg  were   found    to  be    inflamed   and    l)locked    with    clot. 
There  was  no  swelling  of  the  leg.     Glycerine  and   belladonna 
was  applied,  and  the  leg  wrapped  in  wool  and  elevated.     On 
tile  sixteenth  day  of  the  puerperiuni,  pus  was  detected  in  the 
clots.     The  temperature  had  been  normal  for  al)out  four  days. 
Five  incisions  were  made,  the  pus  and  necrotic  tissue  cleared 
out,  and  the  wounds  stutTed  with  iodoform  gauze.     In  a  fort- 
night the  wounds  had  healed,  and  the  patient  was  dismissed  well. 
Phlegmasia  Alba  Dolens.  -In  this  condition,  in  addition  to 
phlebitis  and  thromi)osis  of  the  veins  oi  the  legs,  the  lymphatics 
are  involved.      The  ntlected  part  becomes  enormously  swollen 
and  brawny.      It  is  so  tense  that  it  pit     opiv  slightly  on  pres- 
Min-.      TIk;  left  leg  is  the  one  most  freque  uly  attacked.      M  >th 
It^gs  may  i)e  involved,  but  it  usually  begins  in  one  (in,t,  -vM 
spreads   to  tii.-  second  some  days  later.     The  leg  belou-  ihe 
knee  may  be  involved  alone,  but  it  usually  attacks  the  thigh  as 
well,  and  may  extend  on  to  the  alKlrms... 

Time  of  Onset.— h  is  exceedingly  rfl.re  before  delivery.  The 
usual  time  of  onset  is  in  the  second  or  third  week  of  the  puer- 
))eriuni,  but  it  mav  be  even  later. 
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('««w.— Various   theories  have  been  advaiiced,  Imt   to  )m\ 
mind  it  seems  clear  that  the  condition  is  due  to  sepsis.      IJu- 
doubtedly  there  are   predisposing  causes,   such   as   the   l»lfM..i 
condition,   exhaustion  from  severe  lalxjur  and  hiBmorrhayes  ; 
Imt    these    laitei    conditions   predispose   to  septic  ab8orpti(.ri. 
The  left  le«  is  the  one  more  frequently  attacked,  Injcause  tlu- 
left  side  of  the  cervix  is  the  more  frequently  lacerated,   and 
throujjh    that   laceration   the  absorption   takes   place.      Pelvic 
cellulitis  IS  nothiuf^  more  or  less  than  phlegmasia  of  the  broad 
ligament,  and  it  is  invariably  septic  in  origin.      VVhethei    '^\■ 
not  the  organisms  which  cause  the  condition  are  identicid   I 
cannot  say,  but  I  should  think  they  are.     It  seems  to  m»-  tlmt 
if  the  absorption  is  not  very  gieat.  pelvic  cellulitis  results.  \vh:le 
if  it  be  considemble,  phlegmasia  alba  dolens,  or  general  sepsis. 
or  both,  may  arise.     Long  ago  Tyler  Smitli  wrote :  "  I  l)fli<v(« 
that  contagion  and  infection  play  a  very  important  part  in  tlu- 
production  of  the  disease.     I  look  on  a  woman  attacked  witli 
phlegmasia  dolens  as  having  made  a  fortunate  escape  from  fih- 
greater  dangers  of  profuse  phlebitis  or  puerperal  fever."     Tlu- 
peculiar  swollen  condition  of  the  limb  is  due  to  iuvolvenier>t  iif 
the  lymphatics,      in  elephantiasis,  and  also  in  cases  of  caiie-i, 
we  have  an  analogous  condition  so   fai-  as  the  swelling  u<><s. 
The  veins  are  inflamed  and  blocked,  but  this  does  not  (-im-h 
the  brawny  swelling,  as  you  may  have  a  complete  thronilMi^is 
of  the  veins  of  the  leg  without  any  swelling  (see  case  ii.). 

SkiiiH  and  Si/iiii>t<)nis.  —The  jjatient  is  usually  first  ,;im1 
with  severe  pain  in  the  calf  of  the  leg.  Her  temperutun  -  •>, 
and  she  may  have  a  rigor.  .Vt  first  there  is  very  Htt'-;  swelh  i-, 
but  there  is  great  tenderness,  and  the  vein  or  veins  may  '  .1 
hard  as  if  thrombosed.  Tliere  may  be  some  redress  (jver  tli-  :ii. 
especially  if  they  are  superficial.  In  a  day  or  so  the  le-  'ill 
begin  to  swell  and  become  brawny  and  difficult  to  pit.  It  ■ 'U 
be  white  and  glazed.  To  the  patient  it  will  feel  heav\  n\<\ 
dead      The  swelling  may  be  confined  to  the  leg  below  the  I-  mc. 
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or  it  may  extend  all  the  way  up  the  thi^h,  and  even  on  to  tlic 
lower  part  of  the  iUxloinen.  In  a  week  or  so  the  otlier  leg  may 
be  attacked.  In  a  few  days  the  constitutional  disturbances 
will  disappear,  but  if  suppuration  begins  the  temperature  will 
again  rise,  and  there  may  be  a  recurrence  of  rigors.  If  suppur- 
ation does  not  occur  the  swelling  will  gradually  subside,  and 
in  six  weeks  or  so  the  leg  will  liave  returned  to  nearly  it* 
normal  size,  but  it  will  remain  weak,  and  very  liable  to  swell, 
when  the  patient  is  on  her  feet  for  any  length  of  time.  Through- 
out the  remainder  of  her  life  the  patient  will  suffer  more  or  less 
from  this. 

JH(Uino>ii.s.~The  swollen  brawny  condition  of  the  leg  cannot 
l»e  mistaken  for  anything  else. 

Pionuo.uH.—MoHt  cases  recover,  but  there  is  usually  some 
weakness  of  the  leg  left  behind.  One  must  always  bear  in 
mind  the  grave  risk  of  sudden  death  from  detachment  of  apiece 
of  clot,  and  take  steps  to  guard  against  this. 

Treatment.  ~ln  the  acute  stage  the  pain  must  l)t'  combatwJ 
with  opiates,  and  sedative  applications  to  the  leg,  such  as  lead 
and  opium,  laudanum,  l)elladonna  and  glycerine,  etc.,  with  hoi 
fomentations.  The  entire  leg  should  be  rolled  in  wool.  For 
the  fever  ^'ive  (juinine.  As  a  rule  free  stimulation  will  be 
necessary.  In  the  later  stages  perfect  rest  nmst  still  l)e  en- 
forced  ;  bandages  to  the  limbs  should  be  carefully  applied,  and,, 
when  the  danger  of  detaching  a  piece  of  clot  is  past,  massa-.' 
should  be  employed.  AI)sorbent  liniments  such  as  lin.  pot. 
lodi.  c.  sapone  may  be  used.  When  suppuration  occurs,  free 
incision  and  drainage  must  be  carried  (mt.  The  freer  the 
incisions  are,  the  quicker  will  be  the  healing.  When  the  patient 
IS  allowed  to  get  up  she  should  wear  an  elastic  i)andage  or 
stocking  for  some  time. 

The  following  two  cases  may  be  taken  as  illustrative.  The 
rirst  one  was  comparatively  mild,  while  the  second  was  exceed- 
ingly grave  : — 
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Caw    I.   -  I'limipura,  ii't.  thiity-niiu' ;  preHentation   L.O.A.; 
labour  lasted  seven  hours.     As  the  perineum  was  rii,'i(l,  delay- 
ing the  head  at  the  outlet,  1  apjjlied  forceps  and  delivered  a  live 
female  child.     The  perineum  was  intact.      I   need  not  occupy 
space  with  full  notes  of  the  puerperium,  except  to  ^'ive  the  facts 
which  are  of  importance.     On  the  third  day  her  temperature 
rose  to  103   F.,  and  she  l)ecame  very  ill  with  puerperal  fever.     1 
felt  sure  I  liad  not  infected  her,  as  I  had  not  been  dealing  with 
any  septic  cases  for  some  time,  and  1  knew  my  forceps  were 
clean.     I  soon  noticed  her  temperature  was  usually  104    F.  in 
the  mornings,  and  that  it  fell  duriu','  the  day  from  two  to  three 
degrees.      Her  bed  was  in  the  kitchen,  and  the  sink  was  within  a 
few  feet  of  the  foot.      I  suspected  this  was  the  s(nu-ce  of  infec- 
tion, and  she  told  me  she  had  frequently  found  a  bad  od.jur 
coming  from  this  sink.     During  the  day  the  house  was  well 
ventilated,  and  the  sink  was  also  being  continually  Hushed,  so 
that  very  little  sewer  gas  would  escape  into  the  room,  and  it  it 
did,   it    would  be  carried  oti"  in  the  ventilation.     During  i\w. 
night,  however,  a  very  different  condition  of  atiairs    existed. 
When  the  house  was  closed  and   warm  and  no  water  running, 
then  sewer  gas  would  be  sure  to  escape  into  the  room  if  the  traps 
were  imperfect.     To  test  this  theory  I  had  a  plug  put  into  the 
•outlet,  and  then  tilled  the  sink  with  strong  perchloride  of  mercury 
solution,  and,  as  I  fully  exjjected,  the  temperature  did  not  rise. 
When  the  sink  was  left  open  another  night  the  temperature  rose 
again.     The  sanitary  inspector  told  me  the  trai)  was  too  shallow, 
and  he  had  no  doubt  gas  could  escape.     No  arrangements  could 
be  made  to  remove  the  patient.     She  was  treated  in  the  usual 
way,  with  opium  for  the  pain,  quinine  for  the  fever,  and  larjiH 
doses  of  perchloride  of  iron  to   cond)at  the  septic  condition. 
She  was  also  freely  stimulated.     I  douched  out  the  uterus  with 
1  to  2,000  perchloride  of  mercury,  in  all  eight  times.     There 
never  was  the  slightest  indication  of  mercurial  absorption,  hut 
I  took  my  usual  precaution  of  ending  the  douche  with  pure 
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water.  By  the  end  of  the  ninth  di 
to  normal,  ft  afterwards  rose  on 
an  intrii-uterine  douche  speedily  hroutjht  it  down.  On  the 
eighteenth  day  she  l)e<j;an  to  complain  of  pain  in  tlw  calf  of  the 
left  leK,  and  her  temperature  rose  a;;ain  for  a  f.!\v  days  to  ahout 
101'  F.  She  had  heen  trouhled  with  inflamed  veins  in  the  thit,di 
of  that  le^'  durint,'  pregnancy.  The  le-  hecame  sw<.llen  and 
tender  to  touch,  up  to  the  knee.  Fomentations,  and  l)elladonna 
and  <,dycerine  were  applied,  and  it  was  rolled  in  cotton  wool, 
and  opium  was  ;riven.  The  piin  continued  for  a  week  and 
then  ahated.  The  le;,'  l)elo\v  the  knee  now  presented  the 
typical  white  Imiwny  aj)pearance,  and  was  douhle  the  size  of 
the  other.  The  thigh  was  very  little  affected.  After  that  it 
ran  the  usual  course,  and  the  leg  gradually  decreased  in  size, 
until  in  si.x  weeks'  time  she  was  ahle  to  he  up  a  little.  Since 
then  she  has  had  to  wear  an  elastic  handage,  as  the  leg  swells 
when  she  is  much  on  her  feet. 

She  was  confined  three  years  later  in  the  same  house,  and 
made  a  perfectly  normal  recovery.  A  new  trap  had  heen  put 
in.  so  there  was  no  escape  of  sewer  gas. 

Case  If.  uas  a  much  more  serious  one.  She  was  also 
a  primipara,  ipt.  twenty-six  ;  confined  14th  Decemher,  WJi'). 
She  has  a  contracted  pelvis  with  the  following  measurements  : 
Intercristal  diameter,  11]  in.;  interspinoiis,  lOj  in.  :  external 
conjugate,  7  in.  ;  diagonal,  ahout  4  in.  ;  true.  i)arely  .-j.l  in.  The 
face  presented  with  the  chin  to  the  left  side,  and  was'lying  free 
ahove  the  hmn  in  the  transverse.  ])r.  Murray  Cairns  kindly 
gave  ch;  .;.)tV.»u'.  I  failed  to  rectify  hy  hringing  the  occiput 
down,  so  1  ru  nod.  Suprapidjic  pressure  and  traction  got  the  head 
through  without  very  much  delay,  hut  we  could  not  resuscitate 
the  child.  The  chest  was  enormously  developed,  and  this  had 
evidently  contributed  to  the  face  presentation,  and  had  also 
prevented  rectification,  as  it  interfered  with  flexion.  The  peri- 
neum was  not  torn.      An  intra-uterine  douche  was  given.     For 
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ten  days  the  puerperiuin  was  normal,  with  no  imrticulur  lis.  „f 
tPuipemture.     On  the  24th  Deceinl)«i-,  the  eleventh  day.  h|„, 
be^an  to  complain  of  jmin  lielow  and  to  the  inner  side  of  tl,, 
left  knee.     She  had  several  rigors,  and  her  temperature  aixl 
}>ulHe  rose.     Two  days  later  the  temiKjrature  was  104    V.  uii.l 
the  pulse  120.     The  leg  now  Iwgan  to  swell  and  the  pain  whs 
excessive.     Ten  days  after  the  seizure  the  pain  lessened.     Tlic 
lew  was  now  enormously  swollen  throughout  its  whole  extent 
the  left  lal)ium  majus  and  the  alKlominal  wall  of  the  same  si, I,. 
were  also  swollen,  and  there  was  hardness  ahove  l'oupait\ 
hgament.      The    parts    presented    the    typical    white    brawny 
appearance.     She  was  now  seized  witi>  severe  pain,  first  in  the 
buttock,  and  then  to  the  inside,  and  behind  the  knee,  of  tlu- 
right  leg.     The  right  leg  did  not  swell,  but  in  a  day  or  two  tlif 
long  saphenous  vein,  from  below  the  knee  up  to  within  a  few 
inches  of  Pouparfs  Ugament,  was  completely  blocked  with  dot. 
The  short  saphenous  vein  was  also  blocked  in  its  upper  part. 
For  about  8  in.  along  the  inside  of  this  knee  and  up  the  tliif,'h 
there  was  a  band  of  redness  over  the  long  saphenous.     During 
this  time  she  was  very  weak,  and  her  temperature  kept  from 
lOr  to  102"  F.     She  began  to  cough  a  good  deal,  and  hei 
breathing  was  very  laboured.     It  looked  as  if  the  pulmonary 
circulation  were  becoming  embarrassed.     Rales  could  be  h.;anl 
over  the  front  of  the  chest,  but  I  did  not  risk  raising  her  t(» 
examine  the  back  of  the  lungs.     In  a  few  days  the  pain  in  this 
leg  decreased,  the  temperature  fell,  and  the  breathing  been  me 
freer.     She  was  now  unable  to  move  either  leg,  but  lay  with 
them  flexed  at  the   knees  and  supported  on  pillows.      She 
mentioned  that  every  time  she  took  a  drink  she  felt  a  sensation 
in  the  legs,  as  if  the  blood  were  forcing  its  way  along  the  veins. 
The  treatment  had  consisted  of  the  free  use  of  morphia  foi-  the 
pain,  quinine  for  the  fever,  and  painting  of  the  painful  parts 
with  belladonna  and  glycerine.     She  was  freely  stimulated  with 
whisky,  and  the  legs  were  kept  enveloped  in  wool.     In  spite  of 
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fiw|u»'nt  owlers  to  the  contrary,  her  att«ndant  allowed  her  U»  ^et 
\v;H,  and  two  nmall  l)edsor«'H  formwl  on  the  buttocks.  I  had 
her  placed  on  an  air-bed,  and  these  sores  did  not  give  anv 
tronhle.  I  suix-rintended  the  niovinj,'  of  her  on  to  the  air-bed 
t(.  pr.fvent  any  rough  handhng,  for  fear  of  detaching  a  bit  of 
t'lot.  Foitunately,  she  escaped  this  serious  accident.  Flannel 
rollfiH  wore  put  on  the  legs. 

On  26th  .January,  1896.  a  montli  after  the  seizure,  the  loft 
lt!g  had  decreased  considerably  in  size  ;  but  I  found  abscesses 
had  formed  in  two  places  iiisidf  and  below  the  knee,  where  she 
had  lirst  felt  the  pain.  These-  were  freely  opened  and  stuffe<l 
with  iodoform  gauze. 

On  4th  February  a  large  abscess  had  formed  in  the  back  of 
tli<'  thigh  of  the  same  leg.  This  was  also  freely  opened.  Just 
Inflow  Poupart's  ligament  of  the  same  leg  another  abscess  was 
beginning  to  form,  and  the  clots  in  the  vein.s  of  the  right  leg 
were  beginning  to  break  down. 

On  11th  February  Dr.  G.  Balfour  Marshall  kindly  gave 
ofdoroform,  and  1  laid  the  long  saphenous  vein  of  the  right 
leg  open  from  the  inside  of  the  knee  for  fully  (5  in.  up  the 
thigh.  1  also  made  a  free  incision  into  the  upper  part  of  the 
short  saphenous,  and  two  more,  lower  down  in  the  calf.  The 
necrotic  tissue  was  scraped  out,  and  the  cavities  stuffed  with 
i(xloform  gauze.  In  the  left  leg  I  made  a  free  incision  lielow 
Houpart's  ligament,  and  drew  a  tube  down  the  course  of  the 
femoral  vein  along  Hunter's  canal,  to  the  opening  in  the  back  of 
the  thigh.  I  also  opened  an  abscess  in  the  left  breast,  and 
another  in  the  left  arm  close  to  the  axilla.  The  pus  from  all 
these  abscesses  was  of  a  greenish  colour  and  had  no  odour.  No 
other  abscesses  were  apparent  at  this  time. 

She  began  to  improve  rapidly,  and  the  abscesses  in  l)oth 
legs  l)elow  the  knees  and  those  in  the  breast  and  arm  healed 
satisfactorily. 

11th  March.— Dr.  Marshall  again  gave  chloroform,   and  I 
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o|ieued  a  lar«e  alwwsPHs  in  the  ri«ht  huttock,  which  htwl  shnvn 
itH  prosenoo  within  the  \mt  wwk.  I  also  ojKJn«Hj  anoth.  i ,  m 
th<'  middle  of  the  inner  side  of  the  lijjht  thij^h.  The  pus  -auh 
buiTowinK  under  the  fancia  lata  of  the  left  thi«h.  so  I  uiadr  .ui 
opening  on  the  outer  side  of  the  thi«h.  iiiid  drew  u  lary.  i.il... 
from  the  top  oijenin^.  and  also  one  ri«ht  across  the  thi>,'l)  tu  tl„; 
ojKsninK  l)ehind.  f  also  opened  a  iar;;..  one  in  the  left  axiHi. 
After  this  she  improved  rapidly,  and  in  a  fortnight  there  \,is 
little  or  no  discharge.  My  9th  April  the  wounds  had  liealfd. 
and  she  was  able  to  sit  up.  hut  could  not  walk  witliout  assi,- 
tance.     The  left  ley  was  back  to  its  normal  si/e. 

20th  April.— She  is  able  to  walk  a  little.  Althouj/li  sli.> 
has  never  .omplained  of  any  pain  in  the  i)elvis,  there  has  1m  ,11 
some  hardness  and  tenderness  alon>,'  the  left  side  of  the  l.i  iin. 
On  making  a  l*.V.  examination  to-day  the  cervix  is  felt  |..\v 
down.  The  external  os  admits  the  tip  of  the  finder,  a-id  is 
slightly  lacerated  towards  the  left  side.  There  has  evi(leiifl\ 
l>een  consitlerable  laceiation  towards  the  left,  indicated  l>\  a 
cicatrix.  The  left  broad  ligament  has  a  larj^'o  mass  of  eelliiliris 
in  it,  and  the  left  utero-sacral  lit,'ament  is  in  the  same  con<litioii. 
The  uterus  is  fixed  and  retrotlexed.  The  ri^ht  side  ol  ih.' 
|)elvis  is  free. 

i:ith  May. — The  hot  douche  has  been  used  ref,'ularly.  TIk' 
swelling,'  in  the  broad  ligament  has  disappeared.  The  111  riis 
is  still  retroflexed  and  fixed.  She  is  able  to  go  alwuf,  an  i  is 
gaining  flesh  rapidly. 

fn  the  first  case  there  is  nothing  particular  to  be  noted,  (  n,  .jit 
that  like  the  second  she  was  a  primipnva.  which  is  very  uncom- 
mon. The  time  of  onset  in  both  cases  was  the  usual.  //:.,  the 
third  and  second  weeks.  In  neither  had  there  been  a  marked 
loss  of  blood,  which  is  so  frequently  the  case.  The  cause  in 
both  cases  I  i)eheve  to  have  been  septic  absorption.  In  rlie 
first  we  had  the  antecedent  puerperal  fever.  The  phlegm  1  sift 
seems  to  have  l)een  the  last  effect  of  the  septic  mischief— it« 
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expiring  effort,  so  to  speak,  and  in  that  way  it  was  a  oompara* 
lively  mild  attack.  The  Kreat  hulk  of  the  |M)i8on  had  exhausted 
itself  <hirin«  th-i  puerperal  fever.  In  the  second  case  the 
ori){in  was  the  name,  I  httv»>  no  douht,  jud^inK  'rom  the  ooiinw" 
it  ran.  It  was  a  very  much  more  serious  case,  IxioauHH  the 
imison  concentrated  itself  in  this  one  direction. 

Two  cases  are  not  suflicient  to  draw  conclusions  from,  hut 
this  second  case  presents  some  features  worth  considering. 
The  left  leg  was  affected  in  the  usual  way,  i.e.,  it  hegan  with 
jwin  in  the  calf,  thromhosis,  and  then  great  swelling — in  fact, 
it  was  a  typiwvl  severe  case.  Next  the  right  leg  was  seized 
with  seyere  pain,  first  in  the  buttock  and  then  in  the  calf,  and 
the  veins  became  even  more  thromlxjsed  than  in  the  left  leg ; 
Init  there  was  this  difference,  to  which  1  wish  specially  to  draw 
attention,  that  this  right  leg  did  not  swell  in  the  least — in  fact, 
it  became  wasted.  This  fact  goes  to  prove,  what  has  often 
lieen  held,  that  thromlwsis  of  the  veins  alone  does  not  cause 
phlegmasia,  but  that  the  lymphatics  must  also  be  involved. 
The  condition  of  the  pelvis,  I  think,  explains  why  the  left  leg 
was  affected.  The  left  side  of  the  cervix  was  lacerated  by  the 
occiput  as  it  came  down  after  turning,  and  through  that 
lacerati(m  the  septic  absorption  took  place,  and  blocked  the 
lymphatics  and  glands  of  that  side.  There  was  no  laceration 
of  the  right  side,  so  the  lymphatics  there  escaped.  It  has  long 
been  recognised  that  the  left  leg  is  the  one  usually  affected,  on 
account  of  the  left  side  of  the  cervix  being  more  frequently 
injured  than  the  right.  This  fact  goes  to  prove  that  it  is 
essentially  a  disease  of  the  lymphatics. 

Mammary  Complications. —During  pregnancy  there  is 
always  a  considerable  increase  in  the  size  of  the  breasts. 
From  an  early  date  milk  can  be  expressed  from  the  nipples. 
Many  patients  suffer  a  good  deal  of  uneasiness  in  the  breasts, 
which  may  even  amount  to  pretty  severe  pain.  The  patient 
may  suffer  from  an  actual  mastitis  which  niav  go  on  to  snppnra- 
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tion.  The  cause  of  the  raastitin  will  probably  have  been  an 
injury,  nuoh  an  a  blow  uiwn  the  breant.  I  have  Heen  a  iiumUr 
of  oases  of  thJH,  In  one,  a  piiiiui»ara,  alwut  eiKht  nionthH  pici-. 
nant,  the  temperature  wah  lO/i  F.  when  I  opened  the  abHcnn. 
The  abtioeHH  healed  in  a  very  short  time,  and  she  went  to  lull 
time.  The  hi^h  temperature  had  n<»  l)a<l  effect  upnu  tlu- 
foetus. 

During  preKnanoy  the  breasts,  esjwoially  of  primiparie,  shouM 
be  attended  t«>.  The  nipples,  if  they  are  stuall  and  depn'^M-d, 
should  l)e  drawn  out,  and  in  all  cases  they  sliould  l)e  biu!ie.i 
occasionally  with  equal  parts  of  tiau  de  Cologne  and  water,  or 
any  spirit  lotion,  but  if  they  tend  to  become  too  hai-d,  luiuiline 
should  1)6  applied,  ff  a  mastitis  oocurs  it  should  Ije  treated  l.y 
sedativi  lotions  tor  tli"  pjon.  iiul  it  it  does  not  resolve,  liot 
boraoic  poulticos  junl  fn-o  iiu  is'ou,  ami  drainage  as  soon  as  pus 
can  be  detected. 

Within  forty-eight  hmirs  after  delivry  the  breasts  usually 
begin  to  engorge  with  milk,  and  for  a  day  or  two  after  thtu 
they  may   be  very  swollen  and  tender.      Ilanl,  tender  luujts 
may   be   felt  in  different  parts  from  accumulation  d  milk  n: 
separate  lobules.     The  temiwrature  will   usually   be   n-i     i  ;. 
degree  or  two.     If  the  breasts  are  not  carefully  att<  i.ji    •     • 
actual  inflammation  is  very  likely  to  ensue,  especiaijv  >     •'-,.■ 
be  any  excoriation  or  chapping  of  the  nipples.     If  thdi:;  . 
abrasion  of  the  nipple,  it  is  easy  to  understand   how    ■>  ,uic 
organisms  may  gain  entrance  from  the  child's  mouth,  or  troin 
the  patient's  fingers  or  dress.     In  most  cases  of  mastitis,  going 
on  to  suppuration,  an  abrasion  or  fissure  of  the  nipple  will  be 
found,  but  micro-organisms  may  find  their  way  into  the  ducts 
without  there  being  any  superficial  lesion.     When  suppuration 
is  occurring  the  temperature  will  rise  considerably,  and  tiicrc 
may  be  rigors. 

Fissures  and  excoriations  of  the  nipples  cause  intense  sufler- 
ing  during  suckling.     The  nipples  should   be  very  car.tully 


COMPLICATIONS  OF  THE  PURRPERIUM. 


5«5 


\7ftihfld  with  horaoio  nolutioii,  hnforn  imi  after  HuoklinK.  An 
application  of  j^lycerino  of  tuntiio  aei.i  timl  sulphumui  acid,  or 
of  tr,  Iwnjsoini  oo.  is  UHpful.  Where  theiv  aiv  fisHures,  touch- 
inn  thein  with  a  Hlender  p«'ncil  of  Kilvoi  nitrate  will  a^Hivt 
inattei-s.  The  diHioulty  in  yetting  abranions  an<l  fisHiir*-**  to 
heal  iH,  that  suckling  tentlH  to  keep  them  nijen.  T,,  prevent 
this  an  much  an  posHilde,  the  patient  Hhould  use  a  nipple  shield, 
hut  warn  her  to  he  \er\  careful  to  keep  it  clean. 

Wlien  the  hroastH  arc  engorged  and  lumpy  they  should  Ite 
niasbageil,  ruhl)ing  toward-*  the  nipple,  using  warm  olive  oil  on 
the  hand.  An  exhauster  may  also  Iw  used,  and  the  {mtient 
should  he  iiiven  a  lyrisk  saline  purge. 

If  a  large  area  Injcomes  hardened  and  intlamod,  l)elladonna 
should  1)6  applied  and  hot  f(»njentatious.  The  patient  should 
he  actively  purged,  and  should  take  as  little  Huid  as  possible. 
If  resolution  does  not  take  place  quickly,  ;-tuppuration  will  occur. 
Boracic  poultices  should  l)e  applied  imtil  softening,  and  then 
the  abscess  should  Ihj  freely  opened  and  drained.  A  free  in- 
cision is  absolutely  necessary,  and  it  should  radiate  from  the 
nipple,  so  as  not  t(j  cut  across  the  gland  ''.bules. 

Among  the  poorer  classes  poulticing  is  often  resorted  to  until 
the  abscess  bursts.  The  whole  breast  may  in  this  way  be 
destn)yed.  l^nUticing  should  only  lie  allowed  until  softening 
has  occurred,  when  an  incision  should  Ih?  made.  I  have  known 
a  woman  use  cow-dung  ixjultices,  until  her  whole  breast  was 
riddled  with  sinuses. 

If  the  abscess  is  small,  the  other  iireast  can  l)e  given  to  the 
child,  and  after  healing  has  occurred,  l)oth  breasts  ;  but  if  the 
abscess  is  large,  the  child  should  l)e  weaned,  and  the  other 
breast  should  be  firmly  l)ound  up  after  applying  lielladonna  to  it. 

If  there  has  \men  much  destruction  of  breast  tissue,  the  patient 
may  not  be  able  to  nurse  subsequent  children  with  that  breast. 

Galactocele. — Occasionally,  from  obstruction  of  a  lacteal 
duct,  a  retention  cyst  forms  in  the  breast.     It  should  be  incised. 
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Supernumerary  nipples,  with  or  without  mammary  tissue, 
are  occasionally  seen.  They  may  be  near  the  breasts  or  in 
different  parts  of  the  body,  as  in  the  groin. 

Occasionally  there  is  a  third  breast,  and  I  have  several  times 
seen  lobules  in  the  axilla,  quite  free  from  the  main  mass,  but  con- 
nected  with  it  by  lacteal  ducts.  In  one  case  there  was  a  swelling; 
in  the  upper  and  inner  part  of  the  arm  at  the  axilla,  which  was  so 
painful  that  I  incised  it.  It  was  inflamed,  and  there  was  fluctu- 
ation in  the  mass.  As  the  patient  had  several  abrasions  on  lier 
fingers,  I  thought  it  was  an  inflamed  and  suppurating  gland, 
but  it  turned  out  to  be  a  galactocele. 

Hypertrophy  of  the  breasts  is  not  very  common  in  this 
country,  but  I  have  occasionally  seen  cases  of  it.  Among  some 
savage  races  it  is  quite  common.  The  breasts  are  often  so 
pendulous  that  the  child  can  suck  while  being  carried  on  the 
mother's  back,  a  rather  convenient  arrangement  when  the  tribe 
is  on  the  march. 

As  a  rule  there  is  amenorrhoea  during  lactation,  but  a  fair 
numbar  of  patients  menstruate.  In  some  cases  the  milk  is 
affected  during  menstruation,  and  it  may  disagree  with  the 
child.     If  the  child  is  much  upset  it  should  be  weaned. 

The  idea  is  pretty  general  that  a  nursing  woman  is  not  liable 
to  become  pregnant,  and  among  a  certain  class  this  is  so  tinnly 
believed  in,  that  the  women  nurse  their  children  well  on  into  the 
second  year  and  even  longer.  This  should  be  strictly  forbidden, 
as  it  is  bad  for  both  mother  and  child.  From  nine  to  ten 
months  is  long  enough  for  a  child  to  be  at  the  breast,  unless  it 
is  delicate,  when  it  may  be  allowed  a  month  or  two  lonj^er. 
Occasionally  the  child  does  not  thrive  on  its  mother's  milk. 
The  milk  may  be  insufficient  in  quantity,  or  it  may  be  deficieiU 
in  some  of  its  ingredients,  especially  in  fat.  The  mother  shouul 
be  liberally  dieted,  and  if  this  fails  to  bring  the  milk  up  to  the 
standard  amount  and  quality,  the  child  must  be  partially  fed  with 
artificial  food.     If  it  does  not  thrive  on  the  mixed  food  it  must 
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be  weaned.  Malt  liquors  will  usually  increase  the  milk  flow, 
but  one  must  l)e  careful  in  recommending  them.  Druf^s  are  of 
very  little  use  to  increase  the  flow.  Drugs  which  may  be  ad- 
ministered for  other  purposes  will  be  excreted  in  the  milk,  and 
may  affect  the  infant.  I  have  occasionally  seen  infants  refuse 
the  breast  when  the  mother  was  taking  large  doses  of  (juinine. 
Purgatives  taken  by  the  mother  will  generally  act  upon  the 
infant.  In  syphilitic  cases,  if  the  mother  is  taking  mercury, 
the  infant  will  get  the  benefit  of  it. 

Complications  of  the  Nervous  System. — Nervous  com- 
plications which  may  arise  during  pregnancy  have  already  been 
dealt  with.  These  diseases  may  be  continued  on  into  ths 
puerperium,  but  in  some  cases  they  manifest  themselves  for 
the  first  time  during  that  period. 

Paralysis. — If  a  woman  has  had  para-  or  hemiplegia  prior 
to  delivery,  the  condition  will  continue  during  the  puerperium. 
If  the  condition  has  lieen  really  due  to  the  pregnancy  there  is 
a  good  chance  of  her  complete  recovery.  If  it  is  an  old-stand- 
ing condition,  there  is  little  probability  of  improvement.  Where 
the  lesion  has  occurred  during  labour  or  the  puerperium,  if  it 
has  not  been  a  serious  one,  recovery  will  probably  occur. 

We  sometimes  find  a  partial  paralysis  of  one  leg  for  some 
•lays  after  a  ditticult  delivery.  This  has  been  caused  by  pres- 
sure upon  the  pelvic  nerves  during  the  passage  of  the  child's 
head.  The  sensory  portion  of  the  nerves  may  l)e  more  atfected 
than  the  motor,  and  the  woman  then  suffers  great  pain  without 
much  impairment  of  movement. 

Treatment. — Perfect  rest,  absorbent  medicines,  such  as 
iodides,  and  careful  nursing  to  prevent  formation  of  bed- 
sores. 

Eclampsia  and  Chorea  may  arise  during  the  puerperium, 
but  they  are  more  frequently  continued  from  pregnancy  or 
labour.  They  have  already  been  dealt  with  in  Pregnancy  and 
Labour,  and  nothing  more  need  be  added. 
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Insanity. — There  is  the  so-called  transitory  mania  of  labour, 
which  is  80  often  given  as  an  excuse  when  a  mother  takes  the 
life  of  her  child  immediately  after  it  is  born.  There  is  no  doubt 
that  some  women  are  Ijeside  themselves  from  their  sufferinys 
during  labour,  but  transitory  mania  is  an  exceedingly  rare  con- 
dition. It  is  curious  that  it  usually  attacks  unmarried  women. 
I  firmly  believe  that  the  great  majority  of  women  who  do  harm 
to  their  children  when  in  this  condition  of  supposed  mania, 
know  perfectly  well  what  they  are  doing,  and  are  quite  respon- 
sible for  their  actions. 

The  insanity  of  pregnancy  has  already  been  dealt  with.  It 
may  be  continued  from  the  pregnancy  into  the  puerperium,  but 
a  large  number  of  cases  arise  during  the  latter  period.  It  niav 
begin  later,  during  lactation.  About  18  per  cent,  arise  durin" 
pregcancy,  i?  per  cent,  during  the  puerperium,  and  35  per  cent. 
before  the  end  of  lactation. 

Melancholia  is  the  usual  type  during  pregnancy  and  lactation, 
while  mania  occurs  more  frequently  during  the  puerperium. 

The  same  predisposing  causes  are  at  work  as  in  pregnancy. 
In  many  puerperal  cases  it  is  associated  with  more  or  less 
sepsis.  In  all  the  cases  I  have  seen  there  have  lieen  lii^h 
temperatures.  In  some  cases  superinvolution  of  the  uterus 
occurs.  The  exhaustion  of  haemorrhage  and  of  prolonged  lac- 
tation are  both  frequent  predisposing  causes. 

Sifmptnnis.  -Sleeplessness,  restlessness,  and  great  dislike  tor 
the  child  and  near  relatives,  or  the  immediate  attendants,  are  the 
first  indications.  In  mania  there  will  be  great  excitement  and 
noisy  delirium,  while  in  melancholia  the  patient  will  l)ecoiue 
profoundly  depressed,  and  may  refuse  to  speak  or  take  any 
nourishment.  She  may  l)econie  very  fevered  and  her  puUe 
rate  very  fast.  Suicidal  tendencies  are  apt  to  exist.  In  the 
last  case  I  .-aw,  the  patient  was  apparently  quite  well  in  the 
morning,  but  in  less  than  ten  hours  she  had  sunk  into  a  con- 
dition of  profound   melancholia  and  refused  lO  speak.      Her 
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temperature  had  suddenly  risen  to  104°  F.  and  the  puUe  to 
liO.  Next  raornin><  she  attempted  to  cut  her  throat  with  a 
tahleknife  when  her  attendant  had  left  her  for  a  few  minutes. 
Fortunately  the  knife  was  very  dull,  so  she  did  little  damage, 
but  if  she  had  got  hold  ui  a  razor  or  a  sharj)  knife  the  result 
would  probably  have  l)eeix  fatal.  She  was  at  once  removed  to 
an  asylum,  where  she  recovered. 

Prnfiuasis. — This  is  generally  favourable,  especially  in  oases 
which  occur  early  in  the  puerperium.  It  is  not  so  favourable 
in  cases  of  profound  melancholia  commencing  late  in  lactation. 
There  is  considerable  risk  of  recurrence  in  sui)sequent  preg- 
nancies. 

Treatment.  — The  patient  must  be  constantly  watched,  and  as 
she  has  probably  taken  a  dislike  to  her  friends,  her  attendants 
had  better  Ihj  strangers.  The  child  nmst  l)e  kept  away  from 
her,  so  it  must  be  weaned.  Food  must  lie  given  frequently, 
by  force  if  necessary.  For  sleeplessness  hypnotics,  such  as 
sulphonal,  trional,  chloral,  oi-  bromides,  will  be  necessary.  Where 
there  is  anaMnia  and  much  prostration,  iron  and  arsenic  should 
be  administered,  and  stimulants  when  the  condition  of  the 
pulse  indicates.  If  there  is  a  septic  condition  present,  it  must 
lie  treated.  In  two  cases  I  have  seen  remarkably  good  results 
from  the  use  of  antistreptococcic  serum.  Not  only  did  the 
temperature  fall,  but  the  patients'  mental  condition  improved 
at  once.  They  l)oth  recovered.  If  proper  attendants  can  be 
got,  a  patient  can  be  quite  well  treated  at  home,  but  in  many 
cases,  more  especially  if  there  is  any  suicidal  or  homicidal  ten- 
dency, it  is  much  better  to  send  her  to  an  asylum. 


CHAPTER  XXXVIII. 

OBSTETRIC  OPERATIONS. 

Preparation  of  the  Patient  for  Delivery  through  the  Natural  l'as>aK,.s_ 
Anwsthesia-Spinal  Aiwsthesia -Spinal  Ann-sthesia  in  Obstetrics^ 
Version  or  Turning-Cephalic  Version-Podalic  Version-  MetluxU 
o(  doing  Podalic  Version -External  Method-Bipolar  Metho,i-|„ 
temal  Method-Combined  Internal  and  External  Method_Ki,.ks  „f 
Version  to  the  Mother-To  the  Child-The  Forceps-Conditi,,,,.  i,, 
which  the  Application  of  Forceps  is  Nocessarv-Preimtati,.,,,- 
Position  of  the  Patient-Application  ..f  the  Blades  Tra.-tio,,-  - 1|„. 
Amount  of  Force  to  be  Used. 

Pbepakation  op  the  Patient  for  Delivery  THRotKiH  thk 
Natural  Passages. 

In  all  cases  the  howels  should  te  thorouKhlv  cleared  a,.,l  rh.- 
bladder  emptied.     The  external  genitals  of  the  ,mtient  *}i.,ul,l 
be  cleansed,  by  washing  very  thoroughly  with  lysol  sol«t,o„ 
Shaving  of  the  parts  in  the  more  serious  operations  is  adviH^I.!,. 
m  hospital  patients,   but  in  private  work  undesirable  ;  it  tli, 
hair  is  long,  however,  it  should  be  clip^ml  short.     In  f.^icps 
cases  douching  of  the  vagina  before  applying  the  instru.,K.nts 
18  not  necessary,  unless  the  vagina  is  inai,  unhealthy  condition, 
but  in   versions,    inductions,   and    destniftive   o,)eration>    the 
vagina  should  be  very  thoroughly  doucheii  out.      Lvsol  solution 
is  the  best  to  use.  and.  while  douching,  the  whole  of  the  va-iiuil 
wall  should  be  well  scrul)l)ed  with  a  pledget  of  stenlised  L,\. 
Some  use  aseptic  soap  for  this,  but  the  lysol  does  quite  as  well 
as  any  soap.     While  every  effort  is  made  to  make  th^  ext.rnai 
genitals  and  vaginal  canal  as  aseptic  as  possible   the  openitur 

(620) 


OBSTETRIC  OPERATIONS. 


5ai 


must  see  that  his  hands,  arms,  and  instruments  are  also  in  that 
condition.  If  due  care  is  exercise*!,  he  neLti  haw;  no  fear  of 
causing  sepsis,  but,  if  he  is  not  careful,  he  need  not  l)e  sur- 
prised if  many  of  his  patients  exhibit  hij^h  tempenvtiires,  and 
some  of  them  die  of  septictenna.  An  obstetric  opfmition  should 
be  undertaken  with  just  as  much  care  as  a  >,'yna^co!oj.'iual  or 
surgical  one,  and  until  this  is  realised  puer|)eral  septiciprnia  will 
yearly  claim  its  toll  of  victims.  There  are  certain  cases  in 
which  no  amount  of  care  will  prevent  septicemia  iuising,  but 
these  are  rarely  met  with,  and  it  is  seldom  one  can  look  back 
upon  a  fatal  case  of  septicajmia.  without  a  lurking  suspicion  that 
the  woman  -  life  would  not  have  l>een  lost  had  greater  care  been 
ejtercised. 

Anaesthesia.-  As  a  rule,  an  ana'sthetic  should  be  adminis- 
tered, though  mariv  of  the  operations  can  be  jjerfornied  without  it. 
As  it  saves  suffermg  and  causes  no  additioiml  risk,  it  is  a  distinct 
gain.  In  cases  where  relaxation  of  tlie  uterus  is  required,  it 
should  be  pushed  to  its  fullest  extent.  Chloroform  is  almost 
universally  used  in  Scotland,  and  it  is  the  liandiest  as  it  can  be 
given  so  easily.  Even  in  bad  cardiac  cases  it  is  not  contra- 
indicated.  It  increases  the  tendency  to  post-partuin  liienior- 
rhage,  but  not  so  ituich  as  ether  does.  This  danger  can  be 
easily  guarded  against  by  grasping  the  uterus  and  massaging 
It  after  the  child  is  born,  so  as  to  induce  firm  contraction  and 
retraction. 

Spinal  Aaaesthesia.— For  alx)ut  three  years  u  method  of  in- 
ducing anaesthesia  by  the  injection  of  a  solution  of  cocaine  into 
the  subarachnoid  space  in  the  lumbar  region  has  been  in  use, 
especially  on  the  Continent  and  in  America.  It  has  now  been 
pretty  extensively  use-l  in  general  surgery,  and  to  a  less  extent 
in  obstetrics. 

Mfthotl  of  Jmhu:in.;i  Spinal  Aiuestlirsin.  -Tnttwi,  of  Paris, 
after  a  large  number  of  experiments,  has  elaborated  a  method 
which  is  usually  followed.      He  uses  a  needle  about  4  m.  long. 
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made  of  platinum,  with  a  short  iridium  point.  The  skin  of  the 
lower  dorsal  and  lumbar  region  is  rendered  aseptic  in  the  usual 
way.  The  patient  is  placed  in  a  sitting  posture  with  the  back 
well  arched  forwards,  so  as  to  separate  the  laminse  of  th*- 
vertebra  as  much  as  possible.  The  spine  of  the  fourth  lunilmi 
vertebra  is  now  located.  In  stout  patients  it  is  diihcult  to  fed 
the  spine,  but  a  line  joining  the  highest  points  of  the  iliac  crests 
will  cross  the  level  of  the  fourth  spine,  and  may  be  adopted  us 
a  guide.  The  needle  is  inserted  1  centimetre  below  and  out- 
side the  spinous  process,  and  directed  vertically  downwards  and 
slightly  inwards,  until  it  enters  the  interval  between  the  lainiiia- 
of  the  fourth  and  fifth  lumbar  vertebrae,  and  penetrates  the  sul)- 
arachnoid  space.  When  it  has  penetrated  into  this  space,  cleai 
cerebro-spinal  fluid  will  escape  through  the  needle.  One 
cubic  centimetre  of  a  2  per  cent,  sterilised  solution  of  hydio- 
chlorate  of  cocaine  (I  gr.)  is  now  very  slowly  injected,  the 
needle  withdrawn,  and  the  puncture  sealed  with  collodion.  Tlu- 
strictest  aseptic  precautions  must  be  used.  The  needle  and 
syringe  should  lie  boiled  immediately  before  being  used,  and  tlic 
solution  umst  also  be  sterilised  and  freshly  made.  It  may  be 
boiled,  or  capsules  of  specially  prepared  cocaine  may  be  used. 

The  injection  causes  very  little  pain  to  the  patient,  but  diffi- 
culty is  sometimes  experienced  in  entering  the  subarachnoid 
space.  The  needle  may  strike  the  bony  lamina,  and  in  soiiic 
cases  of  deformity  the  vertebrai  may  be  so  anchylosed  as  to 
make  it  impossible  to  enter.  The  escape  of  cerebro-spinal  fluid 
will  indicate  when  the  space  has  l)een  entered.  Sometimes  no 
fluid  will  escape,  although  the  needle  has  penetrated  the  spate, 
from  its  point  being  entangled  in  the  membranes.  It  should 
be  withdrawn  a  bit  and  moved  about.  If  a  vein  is  punctured 
blood  will  come.  When  there  is  any  difficulty  in  entering  the 
space,  the  needle  should  be  withdrawn,  and  a  fresh  puncture 
made. 

The   analgesia   commences   almost  immediately,    and    will 
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usually  l)e  complete  in  from  five  to  ten  minutes,  but  it  may  be 
delayed  slightly  longer  than  this.  It  is  usually  complete  from 
the  diaphragm  downwards,  Imt  in  some  cases  it  extends  even 
ii8  high  as  the  upper  extremities.  The  duration  is  also  some- 
what variable,  l)Ut  it  usually  lasts  almut  an  hour :  it  may 
only  last  for  thirty  minutes,  or  be  prolonged  for  three  and  a  half 
hours. 

Within  a  few  minutes  of  the  injection  the  patient  ex)HU-ience9 
a  feeling  f)f  malaise,  with  some  respiratory  anxietv.  Many 
patients  have  sensations  of  heat  and  complain  of  thirst.  Within 
ten  or  fifteen  minutes  of  the  injection,  nausea  and  vomiting 
often  occur.  The  pulse  is  slightly  quickened  and  the  tension 
lowered.  If  too  large  a  dose  has  been  given,  respiration  will  be 
affected,  and  danger  may  arise  from  this  cause. 

After  the  analgesia  the  patient  usually  feels  very  comfortable. 
Slight  sickness  may  continue,  but  it  is  often  entirely  absent. 
Severe  headache  is,  however,  a  very  constant  symptom.  It 
usually  comes  on  six  or  eight  hours  afterwards,  and  may  be 
very  overpowering.  It  may  last  for  several  days.  In  some 
cases  it  comes  on  three  or  four  days  after  the  operation.  In 
about  half  the  cases  there  is  a  rise  of  temperature  and  some- 
times a  rigor  within  a  few  hours  of  the  injection.  The  rise  is 
usually  slight,  but  it  may  reach  108'  F.  It  subsides  rapidly 
and  seems  to  have  no  significance. 

For  ordinary  surgical  operations  on  the  lower  part  of  the 
body,  or  lower  extremities,  this  method  of  producing  anaisthesia 
seems  very  suitable.  There  seems  to  be  very  little  risk  from  it 
if  the  strictest  aseptic  precautions  are  taken,  l)Ut  there  have 
been  a  few  deaths.  For  prolonged  intraperitoneal  operations 
it  is  not  very  suitable.  The  patient  is  perfectly  conscious,  but 
experiences  no  pain.  Pressure  sensations  are  felt,  and  a 
hysterical  patient  may  flinch  and  cause  trouble,  so  it  is  not 
suitable  in  such  cases. 

Spinal  Anaesthesia  in  Obstetrics.— The  etiect  of  lumbar 
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injections  of  cocaine  during  labour  is  to  render  the  lubour  pain- 
less,  provided  it  is  not  prolonged.  Complete  analgesia  may  be 
relietl  upon  for  from  one  and  a  half  to  two  hours,  or  even 
longer  in  some  cj;8e8.  The  injection  may  Ihj  repeated,  and 
Marx  has  in  this  way  l)een  able  to  maintain  complete  ami's, 
thesia  for  eight  hours,  but  repeated  injections  are  somewhat 
risky,  from  the  toxic  effects  of  the  cocaine.  Marx  advises  giviny 
the  injections  when  the  os  is  three-ciuarters  dilated  in  multi- 
par®,  and  when  fully  dilated  in  primiparo;. 

Besides  the  analgesic  action  the  cocaine  has  an  oxytocic 
action.  Doleris  haH  drawn  special  attention  to  thin.  He  main- 
tains that  the  uterine  contractions  are  increased  in  force  ami 
frequency,  dilatation  of  the  cervix  hastened,  and  the  secou! 
stage  of  labour  shortened.  He  also  Mieves  that  uterine 
retraction  after  delivery  is  more  complete,  and  the  risk  of  post- 
partum huemorrhage  thus  lessened.  In  cases  of  uterine  iuertiu 
he  has  observed  the  contractions  to  return  after  tlie  injection  of 
5  gr.  of  cocaine. 

He  says  :  "  I  am  in  a  position  to  state  positively  from  these 
facts  that  whenever  uterine  contraction  becomes  sluggish  and 
short,  and  occurs  at  long  intervals,  an  injection  of  one  centi- 
gramme of  cocaine  IS  sufticient  to  produce  remarkable  stimu- 
lation of  the  uterus.  This  stimulating  action  manifests  itself, 
not  only  when  contractions  are  weak  and  far  apart,  hut  also 
when  during  lalwur  they  have  stopped  altogether,  as  in  tlie 
well-known  phenomenon  called  uterine  inertia." 

In  two  cases  in  which  he  used  the  injection  to  induce  labour 
the  results  were  so  remarkable  that  I  shall  quote  them  in 
full. 

"  The  first  patient  was  a  woman  with  a  seven  months'  fcetiis, 
dead  and  macerated,  who  had  been  sent  to  our  wards  from  a 
house  of  refuge,  with  the  exact  diagnosis,  but  whom  we  kept 
under  obsert'ation  for  three  weeks  as  a  measure  of  prudence. 
Labour  began  suddenly,  by  the  very  energetic  contractions  of  u 
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atmrus  that  had  been  flabby  and  inert  for  about  a  month,  fifteen 
ininutefl  after  the  injection.  During  an  hour  and  three-(|uarterH 
the  oontractionH  followed  one  after  another  regularly  and  in 
close  succession,  without  causing  {min.  The  cer^'ix,  long  and 
closed,  became  enaced,  and  dilated  rapidly  to  the  dimensions  of 
a  five-franc  piece.  Kroni  the  moment  when  the  analgesia  dis- 
appeared, the  contractions  lieoame  less  frequent  and  assumed  the 
character  that  is  customary  in  normal  lalxiur,  which  shows  once 
more  the  oxytocic  elTect  of  cocaine  following  a  con-e8|K)nding 
course  to  its  analgesic  action.  lialM)ur  thuH  lM>gun  -vent  regu- 
larly on,  and  s|K)ntaneous  delivery  took  place  in  hi  uHirs  atui 
twenty  minuteH.  The  relatively  short  time  in  which  this  was 
accomplished  will  \k'  appreciated  when  we  reiiifMnhei-  liow  slow 
and  dirticult  the  dilatation  is  in  these  cases  of  macerated  foetus, 
where  there  is  no  accommodation  to  the  pelvis  and  no  water 
tension,  both  being  incapable  of  hringintj;  any  regular  and  ener- 
getic pressure  to  bear  90  as  to  hasten  the  di8aj)i)earance  and 
dilatation  of  the  cervix. 

"  In  the  second  case  lal)our  l)egan  more  (juickly.  The  patient 
was  a  consumptive  in  the  last  stages,  short  of  '  eath,  cachectic, 
very  weak  and  likely  to  die  l)efore  her  confinement.  She  hat! 
had  a  number  of  children,  and  the  present  nregnancy  was  eight 
months  and  one  week  gone,  with  a  living  child.  Nin*-  minutes 
after  the  injection  the  uterine  muscle  contracted  energetically 
for  a  minute  and  a  half,  and  from  that  time  on  contractions 
took  place  regularly  every  three  minutes  up  to  delivery,  which 
occurred  in  four  hours  and  thirty-five  minutes." 

Doleris  comes  to  the  following  conclusions  :  "  (1)  The  lumbar 
injection  of  cocaine  is  contra-itidicated  with  jnegnant  women  ; 
if  the  method  were  used  for  the  execution  of  an\  o^jeration 
during  pregnancy,  miscarriage  might  ensue.  {'2)  A  new  inetho<i 
of  liringing  oi\  '  vbour  has  l)een  found  in  the  use  of  these  injec- 
tions, whicl)  luiv»-  a  certain  effect  on  the  uterine  motor  nerves. 
UV  This  process  may  i-ender  great  service  in  case  of  ul  3rine 
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ioertw  during  Ubour,  {MrUouUrly  with  a  moderately  contractftd 
pelvi»,  an  I  have  found  in  two  inMtanceN.  (4)  In  eokmpHin, 
where  rapid  evacuation  of  the  uterun  \*  indicatwl,  the  luniUir 
injection  ought  to  »m<  eJHcaciouH,  and  may  have  a  happy  «ff(K!t 
on  the  nervouH reflex  KvinptomH  "  (Intermit imml  i'liuicH,  vol.  ii . 
eleventh  HericH). 

For  the  performance  of  forcepH  opeiationH  thin  methcxl  of 
anwsthesia  \n  suitable,  hut  in  obstructe*!  labours,  especially 
where  version  is  required,  it  Ih  decidedly  contra-indicated,  uh  y..ii 
winh  to  have  the  uteruH  um  relaxed  aH  |)OH8iblo.  Doh'rJH  Im^ 
performed  C«Barian  section  under  it.  and  he  found  that  the 
uteruK  retracted  remarkably  well  and  there  was  very  little  bleed- 
ing. Sinclair,  of  Manchester,  has  also  jwi-formed  CiBHiirinn 
section  under  it.  As  I  have  never  used  it,  I  cannot  speak  iiom 
personal  experience,  but  I  doubt  very  much  if  it  will  ever  loine 
into  general  use. 

If  the  oxytocic  action  is  so  great  as  Doloris  maintains,  it  will 
certainly  l)e  useful  in  cases  where  one  wishes  to  stimuliite 
uterine  contractions  where  there  is  no  obstruction  to  delivery  ; 
but  Lea,  in  his  paper  in  the  first  number  of  the  Jonnml  of 
Obstetrics  and  Oytiacoloijy  of  the  British  Empire,  points  out 
that  Kreis  used  forceps  in  three  out  of  six  cases,  and  Mm  x  in 
sixteen  out  of  forty  cases,  which  hardly  Iwars  out  Dol.'riH' 
contention. 


Version  or  Turning. 

The  object  of  this  operation  is  to  chan;i;e  one  presentation  into 
another.  It  may  be  the  head  which  is  substituted  for  some 
other  part,  but  more  usually  it  is  the  breed).  Transverse  pre- 
sentations are  the  typical  ones  for  version. 

1.  Cephalic  Version.— In  this  the  head  is  substitute.|  i,.r 
some  other  part  of  the  body  in  a  transverse  presentation.  It  is 
done  by  external  manipulation  while  the  membranes  are  iiiiaci, 
and  is  only  practicable  when  the  liquor  anmii  is  abundant.    The 
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I»tient  should  lio  upuu  her  biM>k  with  her  knees  well  drawn  ap. 
Between  the  pains  the  head  Ih  puuhud  towards  the  pelvis  imd 
the  hreeoh  in  the  opposite  direction.  If  a  pain  comes  on,  the 
parts  are  supporteil  until  it  has  passed  off.  As  soon  sh  the 
head  is  at  the  brim,  the  membmneH  nhould  Im  ruptured,  ami  the 
liquor  amnii  allowed  to  escape,  so  as  to  Hx  the  head  in  the  tmm 
and  prevent  it  taking  up  its  old  position.  It  may  he  assisted 
by  passing  the  lingers  into  the  cervix,  and  tilting  the  head  int- ' 
the  brim,  as  in  bipolar  version. 

2.  Podalic  Version.— In  this  the  breech  is  the  part  sub- 
stituted. It  is  the  method  of  deUvery  most  frequently  adopted 
in  oases  of  antepartum  hiemorrhage,  no  matter  whether  the 
presentation  is  cephalic  or  transverse.  It  iu  also  used  in  trans- 
verse cases,  where  cephalic  version  cannot  be  done.  As  already 
mentioned,  it  was  formerly  much  used  in  tlai<  pelves,  but  the 
use  of  axis-traction  forceps  has  to  a  great  extent  superseded  it. 
In  posterior  parietal  presentations,  however,  it  is  preferable  to 
forceps.  In  face  and  brow  cases,  some  cases  of  prolapse  of  the 
cord,  and  in  cases  wherf  rapid  dehvery  is  called  for  in  the  in- 
terest of  the  mother,  as  with  eclampsia,  it  is  done. 


Mbthods  of  Doing   1'odalic  Version. 

1.  £xteraal  Method. —This  can  only  be  done  before  the 
rupture  of  the  membranes,  and  when  the  liquor  amnii  is  abun- 
dant. It  is  done  by  external  manijjulation,  in  exactly  the  same 
way  as  cephalic  version,  only  it  is  the  breech  which  is  manipu- 
lated into  the  pelvis  instead  of  the  head. 

2.  Bipolar  M.ethod, — This  method  of  version  was  intro- 
duced by  Bra.\ton  Hicks  in  la64.  it  is  done  by  external 
mimipulation,  combined  with  tiltmg  the  presenting  part  away 
from  the  brim  by  the  lingers  of  one  hand  in  the  vagina.  The 
membranes  should  be  intact  or  only  very  recently  ruptured. 
If  the  uterus  is  retracted  it  is  quite  impracticable.     It  may  be 
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used  in  doing  cephalic  version,  but  is  more  generally  employed 
in  podalic.  In  cases  of  placenta  pra-via  it  is  most  useful,  i.s 
it  can  be  done  as  soon  as  the  os  will  admit  two  fingers. 

The  patient  should  be  placed  upon  her  back  and  be  de(>|.l^ 
anaesthetised  to  relax  the  parts,  and  allow  the  whole  hand  to  l„. 
pushed  into  the  vagina.  The  e.xternal  hand  is  placed  over  tli.. 
breech  so  as  to  depress  it.  while  the  presenting  part  is  tiltt-.l 
away  from  the  brim,  by  the  fingers  inserted  through  the  ns. 
The  child  should  be  made  to  rotate  so  as  not  to  undo  its  H^xorl 
attitude.  When  the  head  is  out  of  the  brim  the  external  biui,l 
can  be  used,  to  elevate  it  towards  the  fundus.  \h  soon  as  m 
knee  or  foot  comes  within  reach  of  the  internal  fingers  it  should 
be  caught  and  brought  into  the  i)rim,  the  membranes  I,,.!.,.- 
ruptured  at  the  same  time,  [f  the  os  is  fully  dilated,  delivery 
may  be  finished  at  once,  but  if  the  os  is  only  partially  dilated,  it 
must  be  left  to  nature  to  allow  of  dilatation. 

3.  Internal  Method.— This  is  done  by  passing  one  haii.i 
into  the  uterus,  seizing  and  bringing  down  one  or  botli  h-v{. 
The  cervix  must  be  sufficiently  dilated  to  allow  the  hiin.l 
to  pass.  It  should  l)e  done  as  soon  as  possiide  after  t\v 
membranes  have  ruptured.  If  there  is  only  slight  retraction 
of  the  uterus  it  may  be  done,  by  an  expert  operator,  bv  (l('e|)I\ 
amesthetising  the  patient,  but  one  who  has  not  had  nnidi 
experience  of  the  operation  should  not  attempt  it.  1,  tlip 
uterus  is  firmly  retracted  it  should  never  be  attempted,  ['li,. 
patient  may  lie  on  her  side  or  Imck,  preferably  on  iier  left  si,lr. 
The  right  hand  may  be  used  in  all  cases,  but  in  some  th.-  1.  tt 
one  does  better.  It  depends  on  which  way  the  child  is  lyinu-. 
Use  the  hand  which  will  most  easily  reach  the  front  of  ilip 
child.  Thus,  if  its  back  is  towards  the  mothers  right  side,  uso 
your  right  hand,  and  if  the  l)ack  is  towards  her  left,  the  l.'tt 

accustomed  to  workiuii  with  vour  I'ft 


hand,  always  use  the  riglit.     Th 


;e  hands  and  arms  should  !.>e 


thoroughly  sterilised  and  well  washed  in  lysol  solution.     P 
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the  hand  in  a  cone  shape  to  dilate  the  cervix,   if  it  is   not 
sufficiently  dilated  already,  and  pass  the  hand  on  to  the  front 
of  the  child,  rupturing  the  membranes  if  they  are  unruptured. 
As  much  of  the  liquor  aranii  as  possible  should  be  retained  in 
the  uterus,  by  dainmin-  it  back  with  the  wrist.     If  a  contraction 
comes  on,  spread  your  hand  flat  on  the  front  of  the  child  and 
wait  until  the  uterus  relaxes.     If  you  do  not  do  this  the  pressure 
upon  your  closed  hand  will  almost  paralyse  it,  and  may  cause 
rupture  of  the  wall.     Catch  one  or  both  feet,  making' sure  it 
is  a  foot  and  not  a  hand.     Herman  advises  bringing  down  a 
hand  first  and  attaching  a  bit  of  tape  to  it.     This  I  consider  to 
be  a  mistake.     As  soon  as  you  get  a  foot,  pull  the  leg  down 
steadily  into  the  vagina,  if  the  uterus  is  quiescent,  but,  if  a  con- 
traction comes  on,  wait,  spreading  your  hand  out  as  before. 
The  child's  body  usually  rotates  quite  easily,  unless  the  uterus 
is  retracted  round  it.     If  version  is  attempted  when  the  uterus 
IS  retracted,  as  in  a  transverse  case,  care  must  be  taken  to 
unhitch  the  shoulder  from  under  Bandl's  ring,  if  it  is  caught, 
but  only  an  expert  should  undertake  such  a  risky  operation! 
and  it  should  only  be  undertaken  if  there  is  a  chance  of  saving 
the  child's  life. 

4.  Combined  Internal  and  External  Method.— The  inter- 
nal hand  is  us3d  in  exactly  the  same  way,  but  the  external 
hand  is  used  to  tilt  the  head  away  and  raise  it  towards  the 
fundus. 

Which  Foot  should  You  Grasp  .'—When  the  head  pre- 
sents, it  does  not  matter  much  which  foot  you  seize,  but  in 
transverse  presentations  it  depends  upon  whether  the  child  lies 
dorso-anterior  or  dorso-posterior.  If  it  is  dorso-anterior  take 
th  .arest  foot,  and  if  it  is  dorso-posterior,  that  farthest  away. 
^^  the  child's  back  is  to  the  front,  you  want  it  to  remain  so, 
and  ,  ,u  therefore  seize  the  nearest  foot,  as  traction  on  it  wiU 
not  rotate  the  body  round  its  long  axis,  but  when  it  is  to  the 
mother's  back,  you  wish  to  turn  it  to  the  front,  therefore  seize 
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the  farthest  away  foot,  as  traction  on  that  lef?  will  not  only 
turn  the  child,  but  rotate  its  back  to  the  front. 


Risks  of  Version. 

(a)  To  the  Mother. — Besides  the  risk  of  introducing?  septic 
organisms  into  the  uterus,  there  are  risks  of  injury  to  the  uterus, 
cervix,  vagina  and  perineum.     The  uterus  may  easily  be  rup- 
tured,    I  have  ahready  spoken  of  the  risk  of  attempting  version 
after  failing  to  deliver  with  forceps,  and  I  again  insist,  that  it 
forceps  hold,  and  do  not  bring  the  head  down,  version  should 
not  be  attempted.     Most  of  the  cases  of  rupture  of  the  uterus 
brought  into  the  Maternity  Hospital  have  been  caused  in  this 
way.     The  cervix  may  be  ruptured  by  dragging  the  after-com- 
ing head  through  too  rapidly.     If  this  happens  in  a  case  of 
placenta  prsBvia,   death   from   haemorrhage   is  almost  sure  to 
ensue,  if  the  cervix  is  not  at  ouce  stitched  or  plugged,     liupluif 
of  the  vagina  and  perineum  may  ocour,  if  the  head  is  delivered 
too  hastily  and  extended. 

(6)  Risks  to  the  Child.— The  leg  or  legs  may  be  injured, 
fractured  or  dislocated.  The  arms  may  be  broken  or  dislocated 
in  relieving  them,  and  the  clavicles  may  suffer  in  the  same  way. 
The  neck  may  be  so  stretched  as  to  cause  dislocation,  or  tlu- 
cord  may  be  injured,  without  actual  iireaking  of  the  neck.  In 
contracted  pelves  the  skull  may  be  fractured  by  the  pressure  ot 
the  promontory,  and  in  some  cases  haemorrhage  occurs  into  thf 
brain,  without  actual  fracture  of  the  skull.  The  child  rims 
exactly  the  same  risks  during  delivery  as  when  the  breeeii 
presents,  and  traction  has  to  be  used. 

The  Forceps. — The  Tarnier-Simpson  axis-traction  forceps, 
of  Milne-Murray,  and  of  Professor  A.  R.  Simpson,  are  the  instru- 
ments I  have  found  most  useful.  Their  great  advantages  over 
the  ordinary  instrument  specially  appear  in  high  cases,  but  in 
low  cases  thsy  also  possess  advantages,  so  that  they  are  adapted 
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for  all  deliveries.  The  traction  rods  enable  one  to  pull  in  the 
proper  axis,  while  the  handles  indicate  the  diiection  of  the 
axis. 

(Jonditionn  in  which  the  Application  of  Forceps  I.,  Xeceamry. 


Fio.  29.— Milne-Murray's  axis-traction  forceps. 


'.^jr  ■ 


These  have  already  been  mentioned  in  discussinf<  laborious  and 
other  labours,  so  we  shall  merely  recapitulate.  They  are  : 
Uterine  inertia,  large  size  of  the  head,  malpresentation^  and  mal- 
positions of  the  head,   hardness  of  the   head,   rif,Wditv  of    the 


Fig.  m— x-rofessor  A.  R.  Simpsons  axis-traction  forceps. 

vagina  and  perineum,  contraction  of  the  pelvis  (coniu^'ata  vera 
not  below  3  in.  as  a  rule,  but  delivery  may  sometimes'be  effected 
witli  a  ooajugate  of  not  more  that  2}  in.  if  the  child's  head  is 
smaU),  in  some  cases  of  tumours,  and  in  cases  where  rapid 
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delivery  is  called  for  in  the  interest  of  the  mother  or  the  child. 
In  breech  cases  forceps  are  occasionally  applied  to  the  breech, 
and  sometimes  to  the  after-coming  head. 

Preparations.— The  consent  of  the  friends  of  the  patient 
must  be  obtained,  and  also  that  of  the  patient,  unless  she  is  ex- 
tremely nervous.  Chloroform  is  not  always  necessary,  but  it  n 
best  to  ^ive  it  unless  the  patient  stron^dy  objects  to  its  use.  It 
will  save  her  sufferin},'  and  make  the  operation  much  easiei\ 
The  patient's  bowels  and  bladder  should  be  empty  and  thr 
external  parts  thoroughly  cleansed.  The  instruments,  whicli 
should  be  aseptic,  are  frequently  lubricated  with  an  antisepti  ■ 
oil  or  vaseline,  but  if  they  are  dipped  in  warm  lysol  soluti>  :> 
they  will  be  slippery  enough,  and  there  will  l)e  less  risk  <>i 
carrying  sepsis  into  the  uterus.  Antiseptic  oils  or  vaseline  are 
frequently  far  from  being  aseptic. 

Position  of  the  Patient.— In  this  country  the  left  lateral 
position  is  the  one  most  frequently  adopted.  The  hips  should 
be  brought  well  over  the  edge  of  the  bed  and  the  legs  should 
be  well  drawn  up.  If  the  dorsal  position  is  adopted,  the  hips 
must  be  brought  well  over  the  edge  of  the  l)ed,  and  the  legs  aud 
thighs  well  flexed  and  supported  by  assistants.  The  bed  should 
be  properly  protected  by  a  waterproof  sheet  and  draw  sheet. 

Before  applying  the  instruments  the  os  should  be  fully 
dilated,  the  membranes  ruptured,  and  the  exact  position  of  the 
head  known.  The  blades  are  made  to  lie  in  the  sides  of  the 
pelvis,  and  therefore  in  the  high  operation  they  grasp  the  head 
obliquely  in  a  normal  pelvis,  or  antero-posteriorly  in  a  llai 
pelvis.  Some  authorities  say  that  the  blades  should  always  be 
applied  to  the  sides  of  the  head  even  in  high  operations.  This 
is  quite  impracticable  in  the  majority  of  cases.  One  blade  will 
lie  over  the  temple  and  eye  of  the  child,  but  beyond  bruising' 
the  parts  a  little  it  should  not  do  any  damage.  If  the  instru- 
ments are  not  properly  made,  considerable  damage  may  be  done. 
Appticatiov  of  the  Bladen.— The  left  or  lower  blade  is  the 
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first  to  apply.  The  traction  rorl  should  lie  alon«  the  back  of 
the  shank.  Either  haiul  nia\  bt;  used,  Imt  the  left  is  perhaps 
the  more  convenient  of  tlir  two.  Grasj)  the  handle  lightly  in 
the  left  hand,  pass  the  Hn>,'ers  of  the  ri«ht  into  tlie  vagina  with 
the  tips  inside  the  os,  the  i)a]iM  looking'  upwards,  then  slip  the 
point  of  the  blade  alonj.'  the  pahn  of  the  han<i  and  front  of  the 
tin;,'ers  until  it  passes  within  the  cervix.  Next  ,)usli  it  -ently 
upwards  and  forwards,  depressing  the  handle  at  the  same  time 
until  it  lies  against  the  {lerineum.     The  blade  should  lie  exactly 


'■'"..  :n.--Axis.tM.ti,m  fur,-..|„  appli..,l.     Higl,  „pemti„„.     F.-o,,,  .  ,.1„.,.- 
grapli  supplied  hv  Dr.  'i.  fUIfoiir  Marsliall. 

i'l  the  left  side  of  the  pelvis.  No  force  should  be  used.  An 
assistant  should  now  steady  it  in  position.  The  upper  blade  is 
generally  more  difhcult  to  apply,  but  with  a  little  practice  it  is 
easdy  done.  An  assistant  should  hold  the  leg  up.  Fii  •  ^win" 
the  traction  rod  well  forwards,  then  grasp  the  handle  li^htlv  in 
the  right  han.l,  pass  the  fingers  of  the  left  hand  into  the  va-nna 
until  the  tips  are  within  the  os,  the  palm  looking  downwa^rds 
then  enter  the  tip  of  the  blade  in  the  axis  of  the  outlet    ie  ' 
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with  the  shank  and  handle  parallel  to  the  flexed  thigh,  now 
pass  the  blade  along  the  palm  of  the  hand  and  front  of  the 
fingers,  gradually  bringing  the  handle  back  towards  the  peri- 
neum. The  tip  of  the  blade  should  pass  up  the  back  of  tin- 
pelvis,  and  then  gradually  oome  round  to  the  side,  and  sUp  over 
the  head.  As  it  slips  over  the  head  the  handle  comes  back 
towards  the  perineum.  Locking  the  handles  is  sometimes  rather 
difficult,  but  no  force  should  be  used.  Grasp  each  haiullf 
separately,  and  gently  manipulate  them  into  exact  apposition 


Fig.  82.— Forceps  delivers.    The  head  is  distending  the  perineum.     From 
a  photograph  supplied  by  Dr.  G.  Balfour  Marshall. 

and  lock  them,  being  careful  not  to  nip  the  vaginal  mucous 
membrane  or  the  skin  of  the  external  parts  in  the  lock.  Then 
swing  the  traction  rod  of  ths  right  blade  hack  and  lock  it.  The 
fixation  screw  of  the  handles  should  now  be  appHed,  tight 
enough  to  fix  the  handles  in  the  position  in  which  you  have 
locked  them  with  your  hand.  If  the  application  handles  do 
not  come  quite  together  you  must  not  use  the  screw  to  bring 
them  together,  or  you  will  crush  the  head.     The  fixation  screw 
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is  only  to  fix  the  handles  in  the  position  in  wh'ol.  you  can  close 
them  with  your  luind,  imd  should  never  be  used  to  screw  the 
handles  together.  Now  apply  the  crossbar  to  the  tiaclion  rods, 
Before  iipplyin^  tniction,  examine  carefully  to  make  sure  that 
everythinj,'  is  right,  and  that  none  of  the  pubic  hairs  are  caught 
in  the  lock. 

Tniction. — Grasp  the  crossl)ai  in  one  hand  and  pull  Kcntly. 
so  that  ihe  traction  rods  are  parallel  with  the  shanks.  .\s  sooji 
as   the  application   handles  begin  to  pass  forwanls,  move  the 


Kio.  88. — For'-^£..  ..eliveiv.     The  head  is  just  i)assin>?  the  vulva.      From  a 
photograph  supplied  by  Dr.  (t.  Iialfour  Marshall. 

traction  rods  forwards,  so  as  to  keep  them  parallel   with  the 

shanks.     If  the  patient  is  under  chloroform,  make  traction  at 

intei'vals,  always  relaxing  the  fixation  screw  when  not  ])ulling. 

If  the  patient  is  not  under  chloroform  you  naay  makf  your 

traction  during  a  pain.     Do  not  be  in  a  hurry,  but  take  plenty 

of  time.     As  the  head  descends  it  will  rotate,  and  the  Ijlades 

should  then  be  taken  oti"  and  reapplied  to  the  sides  of  the  head.' 

'  lu  low  forceps  cases  the  head  is  iu  the  pelvis,  aud  as  rotsitiou   has 
ooourred,  reapplication  will  not  be  necessary. 
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When  the  head  begins  to  bulge  the  perineum,  you  must  deliver 
very  slowly.  The  handles  will  now  Ihj  w«!ll  forward  between 
the  patient'ii  thighs,  and  you  must  follow  them  forwardu  with 
the  traction  rods.  Some  ojierators  complete  the  delivery  l)y 
grasping  the  traction  ro<l  and  handles  and  using  the  forceps 
like  any  ordinary  pair,  but  tiiis  in  a  mistake.  The  ordinary 
handles  should  never  be  touched  durinj^  traction.  I  have  seen 
men  deliver  by  grasping  the  handles  as  well  an  the  cross Imr. 
while  bringing  the  head  through  the  brim  and  cavity,  but  tins 
should  never  be  done.  It  really  destroys  the  axis-traction 
action.  As  soon  as  the  head  is  born  the  blades  shimid  Ite 
removed.     Delivery  is  then  completed  in  the  usual  way. 

The  Amount  of  Force  to  be  L'sc<L — In  ordinary  cases  veiv 
little  force  is  required,  but  in  ontracted  i)elves  or  with  larf,'e 
heads  a  considerable  amount  may  Iv  necessary.  If  the  instru- 
ments hold,  any  head  may  be  dragged  through  l)y  main  forcf, 
but  an  excessive  amount  is  not  justifiable.  .\n  expert  operal.ir 
soon  learns  how  much  force  he  may  justitiably  apply,  Imt  lie 
can  only  learn  this  by  experience.  I  have  frequently  delivered 
live  children  by  exerting  my  utmost  strength  with  both  hands. 
and  my  feet  braced,  but  I  would  not  advise  a  beginner  to 
attempt  this.  One  hand  will  give  all  the  force  required  in  the 
majority  of  cases.  By  placing  the  tips  of  the  fingers  of  the 
other  hand  against  the  head  you  can  judge  if  any  advance  is 
being  made.  If  no  advance  is  being  made,  after  a  considerable 
amount  of  force  is  used  in  the  ordinary  obstetric  position,  a  trial 
should  be  made  in  the  Walcher  position,  and  if  you  fail  then,  :i 
symphysiotomy  or  a  craniotomy  should  be  resorted  to.  Csesa- 
riai  section  might  be  done,  but  the  risks  would  l)e  very  great. 
If  the  child  is  dead,  craniotomy  should  be  done  at  once,  but  it 
it  is  alive,  symphysiotomy  is  the  operation  indicated.  I  aj^aiii 
repeat  that  under  nn  consideration  should  version  be  attenipttid 
after  failure  with  forceps. 


CHAPTER  A>xXIX. 
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oBSTKTRir  OI'EUATroNS  {(•••„tn,mih. 

Iinluction  of  I'rt'maiuro  Labour— How  to  Dt)eiih>  Wht'ii  to  Indute  Labour 
— Method*  (if  ImluciuK  Labour  F'roparation  of  tho  Putieiit  Tbe 
Operation. 

Induction  of  Premature  Labour.  -I'rematiu-e  labour  tu)t 
infre(|ueotly  comes  oti  of  itself,  but  there  are  cases  in  which  it  is 
justifiable  to  brinji;  it  on,  either  in  tho  interests  of  the  mother 
or  of  the  child.  In  the  interests  of  the  mother,  it  may  be  done 
in  serious  diseases  of  the  heart,  kidneys,  or  nervous  system,  and 
also  in  pernicious  vop.iifin^'.  In  the  interests  of  the  child,  it 
may  1)6  done  in  cases  of  obstruction  from  tumours  or  contraction 
of  the  pelvis,  and  also  in  cases  of  habitual  death  of  the  fujtus 
in  the  later  months  of  pre^'nancy.  It  is  occasionally  done  in 
normal  pelves,  where  *'  •  patient's  children  have  such  large 
heads  that  delivery  a         i  time  is  frau>,'lit   with  danger. 

As  the  operation  is  doi\e  in  the  hopes  of  yetting  a  <liild  born 
which  will  survive,  it  should  not  be  done  before  the  child  has 
reached  a  vial)le  age.  Generally  speaking,  the  beginning  of 
the  seventh  month  is  the  earliest  time  of  viability,  but  occasion- 
ally six  and  a  half  months'  children  survive.  If  the  child  is 
much  under  8  lb.  in  weight,  the  utmost  dithculty  w  ill  be  experi- 
enced in  rearing  it.  There  is  a  popular  belief  that  a  seventh 
month  child  is  more  likely  to  .  ve  than  an  eightli  month  one, 
but  this  is  a  delusion.     The  nearer  fu''  tinu  tlio  better  chuiice 


there  is  of  its  surviving. 

With  co-nracted  pelves  2.',  in.  of  a  t 

■ (637) 


iiie  conjugate  is  the  very 
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lowent  limit.  A  live  ohiltl  mny  bu  delivnrod  through  thin  at  t)i(> 
iteventh  month,  Imt  if  the  {lelviM  in  hiiiiiHim'.  thurc  is  Itttlt*  hn|H 
of  t\ui  child  huing  alive,  oi  Hurviviii^  if  it  in  InMri  tilivf.  In  uH 
oaneM  hdow  ■')  in.  the  clinnuos  for  the  uhiltl  urt-  not  ui'«*iit,  utul 
(he  mortality  amon^  Huch  children,  when  lx)rn  alive,  in  vui  \ 
\nii\k,  HO  that  it  iH  quuMtionahlo  if  induction  HJiould  Im>  done  in 
(Hilves  twlow  .'{  in.  If  artitioial  delivery  has  to  Imj  resorted  to, 
the  chanceH  fur  the  child  are  lesnened. 

HdW  to  Uacuh  Whvn  U>  ItuUtce  Lnhniir.  -In  canes  done  in 
the  intereHtH  of  the  mother,  the  condition  of  the  patient  will 
>{onerally  have  to  Ikj  our  ^uide,  but,  if  j.ossihle,  the  o|H'ration 
Hhould  Imj  |M)Htponed  until  she  is  at  least  seven  and  a  hall 
months  ^one.  fn  a  case  like  one  of  iincontrollahle  voniitin^,'. 
the  mother's  interests  alone  should  he  considered.  The  time 
is  judj^ed  from  the  cessation  of  menstruation,  hut  this  is  very 
uncertain,  and  one  is  often  misUnl  by  it,  so  you  must  make  ;ui 
estimate  of  the  viability  from  the  size  of  the  foitus,  as  made  out 
by  palpation.  When  the  pelvis  is  contracted,  the  size  of  tlw 
foetus,  esj)ecially  of  the  head,  is  most  imiM>rtant.  So  lonj,'  u^ 
the  head  is  small  enough  to  pass  easily,  you  will  1h'  al)le  to  push 
it  well  into  the  brim  by  external  pressure,  and  as  soon  us  you 
fail  to  do  this  easily  it,  is  time  for  the  induction.  With  a  enn- 
tracted  pelvis  the  rule  should  lie  to  see  the  patient  every  we.k 
or  so  after  she  has  entered  the  seventh  month,  to  test  the  size  ot 
the  head  relative  to  the  brim,  and  to  induce  lal)our  as  soon  ;!■. 
ever  you  find  the  head  cannot  be  pushed  well  into  the  pelvis 
An  instrument  has  l)een  devised  to  measure  the  head  throuu'li 
the  al)dominal  wall,  but  it  is  of  ve'--  little  use.  as  the  onlv 
diameter  of  the  head  you  can  ^'et  is  th(5  occipito-frontal  on*^, 
which,  in  the  majority  of  oases,  you  do  not  want.  If  you  coiiM 
measure  the  transverse  diameter  of  the  head  it  would  be  of 
>^reat  use,   but  this  cannot  be  done. 

In  cases  of  hal)itual  death  of  the  foetus  in  the  later  months 
of  pregnancy,  about  a  fortnight  prior  to  the  time  at  which  death 
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had  ooourred  on  former  oooaHioDH  Hhould  h«>  Helectml,  provuled 
*\m  will  give  a  viablu  chiltl.  Tlit*  iimultH  in  tliHHt^  '  i^teH  nro  hu 
dlHoouraKin^  timt  for  my  |Mrt  I  profer  trying  to  cany  th»> 
womnn  to  full  tiiiiit  hy  keeping  lu>i-  on  clilorati;  of  |H)UHh, 

P»f»./«o> /,«(.— If  the  woman  in  in  ><ood  lieulth  HopniH  Ih  tlif 
chief  rink  she  haH  to  run,  and  one  should  Iw  iibK  to  >{uar(i 
against  that  hy  using  Ktriot  iiseptiu  inethiHls.  Whun  the  induc- 
tion is  undertiiken  Ix'cause  of  (Usease  on  the  \w.vi  of  the  mother 
the  risk  is  vtu-y  great,  as,  unforturuitely,  the  o|H]ration  is  usually 
oidy  undertaken  as  a  last  resort.  As  regards  the  child,  it  has 
many  risks  to  run.  It  may  he  loo  premature  to  siuvive.  If 
the  lalM)ur  has  to  he  terminated  hy  f  feps  or  version,  its  chances 
will  Ik'  less<tne«l,  as  premature  ehil<      ii  do  iu)t  stuinl  artificial 


Kiii.  84.  —  For  H'|i-.  Inr  jut  lO'lu  liiK  <'li  imiim'Iut  i|r  Kiln--.'  Iiuy. 

delivery  well.  'Plu-re  is  no  douht  that  in  some  eas.'s  the  vitiilit 
is  lower  than  in  others.  In  oiu'  of  my  eases  indiiotion  \s\\> 
done  twict'  for  contraetion  of  the  j)elvis,  and  the  chi'dron  v.  ere 
horn  easily  without  any  assistance,  and  yet  in  Ixjth  i:-  '•uncos 
they  died  in  a  few  days,  although  they  w-k  of  a  fa.r  size. 
The  third  time,  I  refused  to  induce  lal)()ur,  ami  did  Ouisarian 
section  at  full  time,  and  delivered  a  perfectly  healthy  child, 
which  did  well.  For  the  first  month  or  two  the  children  arc 
very  difticult  to  rear,  and  they  require  great  attention.  If  they 
are  under  3  Ih.  in  weight  at  hirth,  theii'  cliances  will  not  be 
very  great,  but  4  to  \h  ili.  children  usually  do  well. 

Meiiiixh  of  Iwlucinii  Labour. — What  we  wish  to  do  is  to  start 
uterine  contractions,  and  to  get  the  uterus  to  empty  itself  by 
natural  efforts.     The  contractions  may  be  brought  on  'i  various 
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ways,  as  by  rupturing  the  raerabranes,  injecting  fluids  such  as 
water  or  glycerine  between  the  membranes  and  the  uterine 
wall,  by  passing  bougies,  by  plugging  the  cervix  and  vaf,nna 
with  strips  of  gauze,  or  by  using  hydrosuatic  dilators.  In  some 
cases  where  immediate  delivery  is  called  for,  the  cervix  may  he 
dilated  by  means  of  Hegar's  dilators  and  Champetier  de  Kibes' 
bag,  Bozzi's  dilator,'  or  manually  incising  it  if  necessary,  Imt 
such  a  case  is  not  usually  considered  an  ordinary  induction. 

Of  all  the  methods  the  most  useful  is  the  bougie  one.  Rup- 
turing of  the  membranes  is  not  advisable,  as  the  child  will 
suffer  from  pressure  and  probably  be  still-born.     The  injection 


Fi(i.  8.5. — CImmpetipr  de  Hibes'  bag. 

of  glycerine  was  strongly  advocated  at  one  time,  but  it  is  not 
by  any  means  devoid  of  danger.  Barnes'  bags  are  very  useful 
when  the  cervix  is  partially  dilated,  and  they  mp-  be  used  after 
the  bougies  have  been  tried  for  a  time.  The  membranes  must, 
if  possible,  be  kept  intact  until  the  os  is  fully  dilated,  so  as  to 
assist  dilatation,  and  save  the  child  from  prolonged  pressure. 

Preparation  of  the  Patient.— She  should  be  well  bathe.i 
several  times  beforehand.  The  bowels  should  be  cleared  by 
means  of  laxative  medicine  and  an  enema.      Tt  is  advisable  to 

'  Bozzi's  dilator  is  a  most  powerful  instrument,  and  lias  been  strongly 
recommended.     I  have  had  no  experience  of  it. 
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shave  the  external  parts,  or  at  all  events  to  clip  the  hair  short, 
so  as  to  render  the  external  pudenda  as  aseptic  as  possible. 
Only  new  gum  elastic  bougies  should  be  used.  Boiling  softens 
them  and  roughens  their  surfaces,  so  it  is  better  to  sterilise 
them  by  first  washing  them  very  carefully  with  soap  and  water, 
and  then  soaking  them  for  soveral  hours  in  (1  to  20 j  carbolic 
lotion.  Several  No.  10  or  12  size  may  be  used,  or  one  very 
large  one.  Catheters  should  never  be  used.  For  the  introduc- 
tion you  should  have  a  duckbill  speculum,  a  pair  of  volsellum 
forceps  to  draw  down  and  steady  the  cervix,  packing  forceps 
and  iodoform  or  aseptic  gauze  for  a  vaginal  plug,  and  if  the  os 
is  quite  closed,  a  few  Hegar's  dilators. 

The  Operation. — Chloroform  is  not  necessary,  but  it  is  ad- 
visable to  administer  it.  With  the  patient  in  the  lithotomy 
position,  thoroughly  cleanse  the  external  parts  with  lysol  solu- 
tion, and  douche  the  vagina.  Pass  the  speculum,  and  draw  down 
the  cervix,  by  catcliing  the  anterior  lip  with  forceps.  If  the  os 
will  admit  a  finger,  pass  it  in,  and  separate  the  membranes  as 
high  up  as  you  can  reach.  If  the  os  is  quite  closed,  dilate  it 
with  Hegar's  dilators  until  it  will  admit  a  finger.  The  bougie 
should  now  be  passed  without  touching  any  of  the  external 
parts.  It  should  be  gently  inserted,  and  if  it  meets  with  an 
obstruction  it  should  not  be  forced  in,  but  partially  withdrawn 
and  pushed  in  another  direction.  The  placenta  is  the  usual 
obstruction  it  meets  with,  and  it  will  not  do  to  force  the  bougie 
b9tween  the  plaoenta  :uid  uterina  wall,  or  accidental  hiJBmorrhage 
will  be  caused.  Th  ■  bougie  should  b3  passed  until  its  end  is 
at  the  external  os.  Two  or  three  may  ba  passed  in  this  way. 
I  prefer  several  to  one  very  large  one,  as  there  is  less  risk  of 
iajuring  th3  plaaenta  or  rupturing  the  membranes.  There 
should  be  very  little  blee  ling.  The  vagina  should  again  be 
washed  out,  and  packed  with  iodoform  or  aseptic  gauze.  The 
vaginal  plug  prevents  the  bougies  slipping  down,  and  it  also 
assists  dilatati(jn.      If  you  should  rupture  the  membranes  or 
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injure  the  placenta,  the  bougies  should  be  withdrawn  and  a 
Barnes'  bag  inserted,  or  the  cervix  and  vagina  thoroughly 
plugged.  In  two  of  my  cases  I  have  met  with  marginal 
placenta  praBvia. 

The  patient  may  be  allowed  up,  but  she  is  much  safer  in  bed. 
The  pains  very  rarely  come  on  within  a  few  hours,  and  it  la 
well  to  warn  the  patient  that  it  will  probably  be  some  days 
before  the  labour  is  finished.  The  plug  should  be  taken  out  of 
the  vagina  within  twenty-four  hours.  If  the  os  is  not  dilatinti 
much,  the  bougies  may  be  taken  out,  and  a  new  set  introduced, 
or  they  may  be  left  in  twelve  hours  longer.  When  the  con- 
tractions are  fairly  started  the  bougies  may  be  removed.  If 
dilatation  is  very  slow  you  may  hasten  it  by  the  use  of  bags, 
and  if  the  membranes  rupture  early,  a  bag  should  be  inserted, 
to  dam  back  the  liquor  amnii  as  much  as  possible.  A  natural 
finish  to  the  labour  is  preferable,  but  it  must  not  be  allowed  to 
linger  :..  o  long.  The  after-treatment  of  the  case  is  the  sum 
as  after  an  ordinary  full  time  labour. 

The  child  will  be  feeble,  and  the  greatest  care  must  be  taken 
of  it.  If  it  is  very  small  it  should  be  rolled  in  cotton  vvaddin;^, 
instead  of  being  dressed  in  the  usual  way.  In  hospital  an 
incubator  is  generally  at  hand  to  keep  it  in,  at  a  temperature  of 
about  90^  P.  In  a  private  house  it  should  i)e  kept  in  a  basket 
near  a  fire  and  with  hot-water  bottles  round  it.  It  should  be 
fed  every  hour  at  first,  giving  it  human  milk,  if  possible,  from 
the  very  first,  and  if  this  cannpt  be  obtained  very  dilute  cow's 
milk  with  a  little  cream  and  sugar  added.  .\s  soon  as  it  can 
suck  put  it  to  the  breast. 


CHAPTER  XL. 

OBSTKTUrc  OPERATIONS  (Confuuo'd). 

Operations  Destruotive  to  the  Cliild— Destructive  Operations  upon  the 
Head— Instruments— Perforator— Cranioclast—Ceplialotril)e—(om- 
hined  Instrument  of  Auvard-Basilyst— Craniotomy -Perforation— 
Embryotomy — Evisceration —Spondylotomy — Decapitation. 

Operations  Destkuctive  to  thk  Child. 

Within  recent  years,  since  Caesarian  section  and  symphysi- 
otomy have  become  comparatively  safe  operations,  destructive 
operations  upon  the  child  have  <rradually  lessened  in  iminber. 
Some  authorities  state  that  a  destructive  operation  upon  a 
living  child  is  not  justifiable,  but  I  cannot  agree  with  theiu. 
For  instance,  cases  are  occasionally  brdllght  into  hospital  after 
prolonged  efforts  have  lieen  made  to  deliver  with  forceps.  The 
vagina  and  uterus  are  akeady  infected,  and  the  operation  of 
Caesarian  section  or  symphysiotomy  would  almost  assuredly 
result  in  sepsis  and  disaster.  The  child  might  be  saved,  but 
the  woman  would  stand  a  very  small  chance  of  recovery.  A 
destructive  operation  on  the  child  gives  the  mother  a  very  much 
better  chance  than  either  of  the  other  operations  This  is  not 
theory,  but  is  the  result  of  a  large  experience.  When  the  child 
is  dead  it  goes  without  saying  that  it  should  be  broken  up  if  it 
cannot  be  delivered  entire. 

Destructive  operations  are  required  in  oljstructed  labours, 
where  neither  Caesarian  section  nor  sym])hysiotomy  is  justi- 
fiable, e.,j.,  with  u  dead  child,  with  a  live  uliild  where  frequent 
futile  efforts  have  been  made  to  deliver,  and  also  in  cases  where 
the  vagina  is   very  septic.      In  cases  of   hydrocephalus  and 
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monsters,  the  mother  should  not  be  subjected  to  any  risk  in 
attempting  to  dexiver,  so  if  there  is  any  obstruction  a  destruc- 
tive operation  should  be  done  at  once.  I  have  seen  more  than 
one  case  of  rupture  of  the  uterus  from  the  delivery  of  an  unpor- 
forated  hydrocephalic  head. 

Destructive  Operations  upon  the  Head.— In  many  cases, 
perforation  of  the  skull  and  evacuation  of  the  brain  or  fluid  iu  a 
hydrocephalic  head  is  all  that  is  necessary.  In  some,  the  vault 
of  the  skull  must  be  crushed,  while  in  others  the  base  also  must 
be  dealt  with,  before  delivery  can  be  effected. 


Instbuments. 

1.  Perforator. — There  are  a  number  of  forms  of  this  instru- 
ment,   but   Simpson's   is  one  of  the   best.      The  instrument 


Fig.  36. — Simpson's  perforator. 

should   be   sharp  at  the  point,  and  either  quite   straight,   or 
slightly  curved  on  the  flat. 

2.  The  Craniotomy  Forceps  or  Cranioclast The  instru- 
ment consists  of  two  separate  blades,  united  by  a  lock  similar 
to  the  British  lock  of  the  forceps,  or  a  pivot  and  slot,  and  with 
a  fixation  screw  at  the  end  of  the  handles.  Simpson's  instru- 
ment, without  the  fixation  screw,  is  of  very  little  use.  The 
blades  should  be  curved  to  correspond  with  the  curve  of  the 
foetal  head,  and  the  outer  blade  should  be  serrated  on  its  con- 
cave, and  the  inner  blade  on  its  convex,  surface,  so  arranged 
that  when  tlie  instrument  is  locked  the  serrations  should  fit 
into  one  another.      The  outer  blade  is  fenestrated  and  the 


OBSTETRIC  OPERATIONS 

543 

va»..  a-Jalao  .rit  ...17  "^  "^"  '°  ^"^^  ""  "» 


Fjg.  ay— Lephalotribe 


Fig.  87.— Braun's 
cranioclast. 

^^l"^08t  no  cephahc  cu»ve,  so  that  when  they  are  closed  there  is 

35 
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very  little  space  between  them.  The  lock  is  the  name  as  that 
of  the  forceps,  and  at  the  end  of  the  handles  there  is  a  powerful 
screw  for  closing  the  blades.  The  blades  are  not  fenestrated, 
but  grooved  and  werrated.  Braxton  Hicks'  instrument  is  the 
best.  It  is  used  to  crush  the  head,  and  then  deliver  it  by 
traction. 


Fm.  8y. — Auvard's  combined  instrument.    Author's  modification. 


Combined  Instrument  of  Auvard. — This  instrument  con- 
sists of  three  blades.  The  inner  one  may  be  pointed  for  use  a-^ 
a  perforator.  It  is  slightly  curved  and  serrated  on  its  convex 
aspect.  On  the  shank  of  this  blade  there  are  two  pivots,  one  on 
each  side,  on  which  slots  in  the  two  outer  blades  lock.  Tluie 
are  also  two  hinged  bars  with  slots  in  them  which  fit  on  to 
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pivots  on  the  handles  of  the  two  outer  bladeH  to  «v  ^u 
and  at  the  end  there  is  a  hinged  '  *^'"' 

screw  for  closing  each  blade 
as  it  is  adjusted.     The  outer 
blades  may  be  solid  or  fenes- 
trated, but  should  be  serrated. 
The  whole  instrument  is 
straight,    with    scarcely    any 
cephalic   curve.     Auvards 
original     instrument     is     too 
short.     I   have   had   it   con- 
siderably  lengthened,  and  have 
found   it   much  more   useful. 
Since    having    this    done    I 
have  seen  Winter's  mo<lifica- 
tion,  which  is  practically  the 
same    as    mine.       The   inner 
blade  is  passed  first,  after  the 
brain  has  been  evacuated,  then 
the  left  one,  which  should  lock 
l)ehind,  and  finally  the  ri>rht 
one,  to  lock  in  front.     If  the 
outer  l)lades  get  u  good  grip 
they    will    completely   flatten 
the    head,    and    as   tJie   head 
elongates  it  will  rotate,  so  as 
to    bring    tlie    long    diameter 
into    the    transverse    at    the 
brim.     The    blades    will   now 
lie  antero-posteriorly,  and  as 
they  are   straight,    thev   will 
allow   of    the   flattened   head 
being    dragged    through    the 
brim.     The  instniment  is  a  little  troublesome   to  apply,   but 


Fig.  40.-Child  delivered  by 
the  combined  instrumeut. 


3»« 


CLINICAL  OBSTETRICS. 


B 


aftei'  a  little  pijiutice  with  it,  I  have  found  it  the  most 
useful  of  all,  in  cases  of  badly  contracted  pelvis,  and  now 
use  nothing  else. 

Basilyst. — This  instrument  of  Professor  Simpson's  is  in- 
tended for  boring  into  and  breaking  up  the  bx^e  of  the  skull. 
It  is  formed  into  a  tractor  by  adding  an  outside  blade  like  that 
of  a  cranioclaHt,  which  is  applied  to  tiie  outside  of  the  head,  and 
thus  enables  you  to  deliver.  The  ini  •  portion  consists  oftwo 
hinged  portions  w^hich  end  in  a  sere...  It  may  l)e  used  to 
perforate  the  vault  with  first,  but  its  main  use  is  to  break  up 
the  base.     It  is  screwed  into  the  base,  and  then  the  parts  are 


'/<  SCALE 
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Fi<i.  41. — Simpson's  basilyst  tractor.     A,  luuer  portion  ;  B,  Outer  blade. 

sepamted,  by  means  of  a  screw  at  the  end  of  the  handle.  Aftei 
the  base  is  broken  up,  the  outer  blade  is  applied,  and  screwed  up 
just  as  in  a  cranioclast,  to  enable  you  to  make  traction.  I  have 
had  a  fair  amount  of  experience  with  the  newest  form  of  the 
instrument,  which  is  certainly  an  improvement  on  the  older 
forms,  but  I  cannot  say  it  has  been  as  useful  as  the  combined 
instrument  just  described. 

Sevei'al  other  instruments  are  useful  in  operations  on  the 
head.  A  long  pair  of  bone  forceps  may  be  used  for  nippinj^ 
off  any  sharp  spicules  which  may  protrude  through  the  scalp. 
A  ciotchet  is  used  for  making  traction.     For  clearing  out  the 
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Craniotomy.  -  Prepare  the  p.tie„,  i„  ih„  „,„„, 

.up.«e,..  The j.„::  rri  .::;\c::;:rr 

the  lin«e™  ot  the  left  har>d  into  the  v.«„/„„,r.hr  ,• 

m  the  r,ght  h.„d,  and  p«,eed  .long  .he  p.h„  „,  the  left  S 

.Tift  '„  The  Jzrzr':':""  ^-^ "  ^""^  ^^^  - 

•ne  vaginal  wall  wh.le  passing  it.     Press  it  (irmly 


J.  fARONtM  t    SDH.     CD 


Fio.  42._Crotcl,et  and  blum  hook 


against  the  head,  first  through  the  seal,.  ,.,„l  ,k      .u 
bone,  being  eamtul  not  .„  altow  it  to*'     1   Jen  through  .he 
Will  be  liable  to  slip,  ,o  the  .„int  I':?..!  f      TT't 
h^ne  ,,  hard,  a  considerable  amount  of  iorce  „;  ^  re 
quired.      An  assistant   should   keen  thp   J,.„^   c        '^y  oe  le 
»,.ins.  the   hHn,  through   .he  "rl.'nt.  tll^^^hrtt 

should',  done  «:*h  T'""  ""''  °'°''""  '"^  '""''"-  TW» 
the  instrumen  and  otlt  ,  T"  "' ""'  "*'»■  N""'  <='<"«' 
posterior  dial  roMr-';*°^°f"  i'  "«»  -  *»  an.aro. 
«.d  break  up  the  base  of  .h '  h  "*""■  ""■*  P"'"  "  °° 

kill  the  child  and  altw  oj  "  ™'''  *<»■-"■«">•.  «"  a'  to 

h,KlKV«7 .  '"'^  evacuation  of  the  brain.    I  need 

•"^"ilj  say  ,t  „  important  to  effectually  destroy  .he  child  bef!^ 
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it  is  delivered.  The  tenacity  of  life  it  extnordinary.  I  hftv* 
Men  indications  of  life  in  a  child  where  the  brain  had  apparently 
been  all  removed,  and  the  head  had  been  crushed  with  the  com- 
bined instrument.  The  perforator  should  bo  withdrawn  closed, 
and  carefully  guarded.  Some  operators  advise  avoiding  the 
sutures  or  fontanelles  in  perforating,  but  this  is  of  little  impor- 
tance, jlect  the  most  accessible  point.  In  perforating  an 
after-coming  head,  behind  an  ear  may  be  selected,  or  in  some 
oases  under  the  chin,  or  through  the  roof  of  the  mouth. 

It  is  always  well  to  dear  the  brain  out  as  thoroughly  as 
possible,  and  this  can  easily  be  done  with  the  douche.  The 
ordinary  nozzle  or  a  flushing  curette  may  be  used. 

In  many  cases  delivery  can  now  be  effected  by  forceps,  or  in 
breech  oases  by  traction  on  the  body,  but  in  bad  cases  of 
obstruction,  the  head  will  have  to  be  diminished.  This  may  be 
done  by  craniotomy  forceps.  The  inner  blade  is  passed  into 
the  cavity  of  the  skull  and  the  outer  under  the  scalp,  between  it 
and  the  bone  if  possible,  and  the  bone  is  then  twisted  off, 
leaving  the  scalp  to  prevent  sharp  edges  lacerating  the  vagina. 
In  many  case?  '\\e  cranioclast  is  applied  at  once.  The  inner 
blade  is  passed  into  the  skull  and  the  outer  applied  over  the 
head,  and  then  locked  and  screwed  up  tight.  You  now  make 
steady  traction  in  the  axis  of  the  pelvis,  being  careful  to  feel 
that  there  are  no  sharp  spicules  of  bones  projecting  beyond  the 
scalp.  If  there  are  any  spicules  they  must  be  twisted  off,  or 
severe  injury  may  be  done  to  the  vagina.  The  head  will  tilt 
and  usually  come  down,  but  if  there  is  great  contraction  it  is 
better  to  crush  the  head,  or  break  up  the  basj  by  means  of  the 
basilyst. 

The  combined  instrument  I  have  found  the  most  useful. 
After  the  brain  is  evacuated,  pass  the  inner  blade  well  in,  then 
pass  the  left  one  over  the  side  of  the  head  and  lock  it  behind, 
and  screw  it  up  until  the  hinged  bar  can  be  locked  on  to  its 
pivot.     Next  pass  the  right  blade  over  the  other  side  of  t^° 
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head  »nd  lock  it  on  th.  fn.„t  pivot.  Tho.,  Hui„«  ,h..  «.,-.vv 
round  and  wrew  the  handle  home,  until  the  hinged  bar  can  l,a 
ocked  on  jets  p.vot.  A-  the  head  flattens  it  wUI  rotate,  ho  thai 
the  looked  .n.tn„„ent  will  lie  in  the  conjugate.  TnJo 
should  now  I^  made  in  the  axin  of  the  Hvin.  If  a  ^ood  IZ 
has  been  got  of  the  head  it  will  oom<  'rough  with  surpr  li 
ease.     The  advantage  this  instrument  has  over  the  ordinary 

of  the  head  rotatmg.  and  being  delivere<l  with  its  elongated 
diameter  in  the  transverse  of  the  brim. 

The  ordinary  cephalotribe  is  applied  to  the  head  just  as  the 
blades  of  the  orceps  are.  and  it  is  then  screwed  up  so  as  to 
crush  the  skull.  Delivery  i.  then  effected  by  traction,  as  with 
forceps.  Tl ..  crotchet  is  a  useful  instrument  to  make  traction 
with  by  hooking  It  into  some  part  of  the  skull,  only  care  must 
be  taken  to  guard  against  its  tearing  out  and  lacerating  the 
maternal  parts  or  the  palm  of  your  ovm  hand.  It  may  be  used 
alone,  or  m  combination  with  any  of  the  other  instruments. 

Care  must  be  taken  to  prevent  laceration  of  the  vagina  by  the 
^ges  of  the  bones,  but  if  the  scalp  covers  them  well  there  wU 
not  be  much  nsk.     The  fingers  of  one  hand  should  alwavs  be 
kept  against  the  bones  to  feel  if  any  sharp  pomt  projects. 

.eti  ?.  .  u'  ^"^''''^  '^'''  '"•^J-  ^  «°'"«  d'«i-'ItV  in 
ge  tmg  the  chest  through.     This  may  be  overcome  by  cut  ing 

te^Z  °:  't  °''"^^"'  ^"'  ''  '^^^ y  P-forating  the 
chest.     The  clavicles  may  be  cut  by  means  of  a  pair  of  long 

ZT  Ti '''  ''^^"'"  '^^  ^^««"*'y  '-"  -^--ted  in 
Germany  under  the  name  of  cleidotomy.  The  nan.e  is  the  only 
new  thing  about  the  operation.  ^ 

Embryotomy. 
In  impacted  transverse  cases  the  body  or  neck  of  the  child 
IS  the  part   which   can  be   reached   and   must  be  attacked. 
Agam.  in  cases  where  the  chest  or  abdomen  --  very  much 
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enlarged,  either  by  now  growth*.  dro|wy,  or  gas,  a  destruotive 
operation  will  be  required. 

1.  Evisceration.  -An  opening  ia  mailo  into  the  nioRt  acceH- 
sible  part  of  the  abdomen  or  chent  by  inoana  of  th«i  {Xirforatoi- 
or  a  \M\r  of  scisHorH,  and  the  contentH  removed.  If  the  head  In 
still  in  uteri)  it  Hhould  Iw  {Mrforated,  after  the  body  has  lieen 
delivered,  if  it  will  not  come  through  easily. 


"> 


Fto.  48. — Uumsbotham'fl  decapitatinK  hook. 

2.  Spondylotomy. — In  a  trannverse  case,  IwsidcH  evincer- 
atiou,  it  will  probably  be  necessary  to  out  through  the  spine  to 
allow  of  the  fcotus  l)eing  (>asily  doubled  up.     This  may  l)e  ilom 
with  strong  scissors. 

3.  Decapitation. — In  impacted  transverse  cases  when  the 
neck  is  within  reach  it  should  be  divided.  This  may  lie  dou»' 
by  means  of  a  blunt  hook  or  by  Ramsbothaui'H  sickle  hook. 


(^ 
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Fin,  14. — Blunt  decapitating  hook. 

Scissors  or  an  ecraseur  may  be  used.  The  blunt  iiook  is  used 
by  twisting,  and  considerable  force  will  be  required.  Rams- 
botham's  hook  will  cut  through  the  neck  quite  easily.  Caie 
must  he  taken  not  to  injure  the  uiaternal  pu,its  in  passing  it 
When  it  is  once  fairly  round  the  neck  steady  and  careful  traction 
should  be  made,  and  it  will  cut  through  the  tissues  without 
diificulty. 
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.r«,.,o„   on  .he  .r„..     Th,  he«l  ™„.,  .h™  h.  Ihv.M  by 

!z:,.. '  '•'  '"■ "™-'"''  •"  '»*"•" ''  •"<' "-  .h. 

Kxc«,,.  i„  ,h„  c»»  „(  l«,|,„,  ,„.!„..  ,|e«pi,.,i„„  .h„„|,|  „^,^^ 

»  .  0„„  .t,„,.  ,h..  Wy  i,  ,„„,,  „,  „  i,   J„  -' 

Kmbryoton.y  ...ay  Ih.  a  comimrativelv  HHsy  oi^erution   or  it 

«<.,  full  „„„..     Wa  „„,  „„  hi«ory  fr,„„  ,ho  „,„lio,.l  ,„»„  who 
ha.   I»„„  «u.„,l,„„  her,  1„„  ,h..  Wend.  ,t.«,l  ,h.t  two  dll^-^ 

O.,.  lc.«  „.„,  ,,ovv„,  the  foot  ,„„trudi„«  »,  the  v„lv,.     W,  «■    ' 
-  »  l»um..l  .h„.  the  ...  ,„da„.  h.,  round  „„  ,„e  o^^phX 
-"•1  Pie,o„.,„,,,  and  had  t„r„e,l,  bu,  could  only  „.,  ,L     ° 

-1    xpeoted  that  there  ,v„uld  1.  no  mora  difticul.v,  hut  we' 

l..o„Bh.     A»  the  t„.„  thishs  completely  filled  the  va„ina  I  had 
to    e„,ove  one  o   .he,„  to  «et  at  the  ho.ly,  ,o  hreak  i.  up      ^ 

;::',",,'"  r'-  ""■'  ''"'-^  ""  '•>•  "''  """  -"">vei..  and 

he  head  vve  d,.oovered  the  anencaphaha  condition.     It  was 
.1.0  mo,t  dtHicnl.  operation  I  h.vaevor  undcrtak™.     The  chiL 

and  auhe""  T  ""'  ''"'■     ^''  '»'"""  "-''  '-»    "- 
"tei     .  f  "-7"™  examination  her  heart  wa,  found  «, 
'Mated  and  fatty  that  i,  wa,  a  wonder  ,he  had  no.  died  under 


554 


CLINICAL  OBSTETRICS. 


the  anassthetic.  I  do  not  think  she  would  have  survived  if  I 
had  done  Caesarian  section,  but  if  I  had  known  what  was  before 
me  I  never  would  have  attempted  delivery  through  the  natural 
passages.  If  version  had  not  been  done,  the  embryotomy  might 
have  been  much  more  easily  performed,  as  the  legs  so  blocked 
the  passage  that  there  was  no  room  to  work. 


CHAPTER  XLI. 
OBSTETRIC  OPERATIONS  (C,»,tm„ed). 

Symphysiotomy-Dangers  of  the  Operation-Indications  for  the  Opera 
t.on-Preparat,on  of  the  Patieut-The  Open  Method-Suhcutl:;;:: 

Caesarian  Section  —  Time  of  Onpmtin,.      r>. 

opening  the  ^^or..:!?^^!.-^^^:^^^:^.^^^^ 
Porro's  Operation-Extirpation  of  the  Uterus "iil'L^hVp"'^- 
m  the  Ordinary-  or  Modified  Operations-Shock-S  p  i      Suh 
Dangers-Post-mortem  C«>sarL  Section.  ««P«'^-^»bsequent 

Symphysiotomy. 

The  opemtion  of  opening  the  symphysis  was  devised  by  Sigault 
m  re  than  a  century  ago.  but  as  antiseptics  were  then  unknown 

he  resul^,  as  regards  the  mothers,  were  exceedingly  bad.  and 
the  procedure  was  abandoned.  Within  recent  Jears  i  has 
been  revived,  first  in  Italy  and  then  in  France,  in  Britain  it 
has  been  done  fairly  often  of  late,  but  it  has  not  eTso 
enthusiastically  taken  up  as  on  the  Continent.  With  pror^^ 
care  -    can  be  done  with  a  very  small  mortahty,  and  in  su'itaWe 

c"ud      ZTf'  ''"''  "^  P"^""'  ^^  ^'-^-^'-.v  -  -  living 
child.     As  It  does  not  prevent  subsequent  child-bearing,  it  may 

be  done  repeatedly  on  the  same  patient,  but  in  many  cases! 

of  dtl  K         ^^"^'^  '"^  '^'  ^•^^'^'■'^g  ^*  *he  joint  will  allow 

of  dehvery  by  natural  efforts  or  by  means  of  forceps 

It  IS  a  smtable  operation  with  a  conjugata  vera  of  not  below 
3  .r..  provided  that  the  head  is  not  disproportionately  large 

(555)  '^  ' 
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It  may  be  done  in  a  2|  in.  pelvis  if  the  head  is  small,  but  such 
cases  are  more  suitable  for  Caesarian  section.  Its  range  of 
practicability  is  thus  the  same  as  that  of  induction  of  labour. 
Of  c  se,  if  the  case  has  gone  to  full  time,  induction  is  out  of 
the  question,  but  if  the  woman  is  seen  iu  time,  and  there  is  n 
reasonable  chance  of  getting  a  live  child  at  the  eighth  month, 
induction  should  frequently  be  preferred. 

Dangers  of  the  Operation. — If  the  bones  are  too  widely 
separated  there  is  great  risk  of  laceration  of  the  soft  parts, 
including  the  urethra  and  bladder,  and  the  bleeding  may  he 
very  severe  from  the  plexuses  of  veins  which  are  usually 
varicose.  Again,  the  sacro-iliac  synchondrosis  may  be  injured 
and  the  woman  permanently  lamed.  In  some  cases,  the  union 
between  the  ends  of  the  bones  has  not  been  strong  enough,  and 
walking  has  been  interfered  with.  Sepsis  is  always  a  very 
real  danger,  because,  from  the  situation  of  the  wound,  it  is 
difficult  to  guard  against  it.  The  difificulty  of  nursing  the 
patients  is  a  very  great  drawback,  as  no  movement  can  be 
allowed  until  union  has  occurred. 

Indications  for  the  Operation. — The  child  should  be  alive 
and  the  head  not  much  overlapping  the  symphysis,  so  that 
there  will  be  a  reasonabl  chance  of  getting  the  child  deUvered 
without  separating  the  bones  too  far.  If  attempts  have  been 
made  to  deliver  by  forceps,  and  the  vagina  is  septic,  there  will 
be  great  risk  to  the  patient.  The  cervix  should  be  sufficiently 
dilated  to  allow  of  delivery  without  risk  of  laceration. 

Preparation  of  the  Patient. — The  external  parts  nmst  be 
shaved  and  rendered  as  aseptic  as  possible.  The  bladder  and 
rectum  should  both  be  thoroughly  emptied,  and  the  vagina  well 
douched  and  cleansed.  When  the  os  is  dilated  sufficiently  to 
allow  of  delivery,  the  operation  should  be  done  at  once. 

The  Open  Method. — Instruments  required  :  A  stroni;, 
narrow- bladed  bistoury,  a  director,  a  number  of  pressure  and 
artery  forceps,  a  bladder  sound,  large,  curved  needles  and  a 
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holder  catgut,  ailkworm  gut.  axis-traotion  forceps,  a  lou«  strip 
of  rubber  plaster.  '^ 

The  patient  should  lie  upon  her  back.     Cut  directly  down 
upon  the  joint,  and  extend  the  incision  a  little  above  the  top  of 
the  symphysis,  to  allow  you  to  separate  the  parts  behind  the 
joint  fron.  above.     Place  a  sound  in  the  urethra  to  keep  it  to 
one  side.     You  may  now  cut  down  through  the  joint,  taking 
care  to  sever  all  the  ligaments,  especially  the  subpubic  one 
The  jomt  should  gape  a  little,  but  the  bones  do  not  sprin-. 
apart  more  than  half  an  inch.     All  bleeding  points  should  be 
secured  with  pressure  forceps,  and  tied  if  necessary.     Take  the 
sound  out  of  tKe  urethra  and  get  an  assistant  to  apply  fcceps 
to  the  head.     Dehvery  should  be  done  slowly  in  the  Walchsr 
position      As  traction  is  being  made  the  pelvic  bones  should 
be  firmly  grasped,  to  prevent  the  joint  opening  too  far      The 
bladder  will  protrude  through  the  opening.     In  my  first  case 
the  bones  were  separated  quite  4  in.,  but  this  is  too  great  an 
opening.     Tearing  of  the  anterior  vaginal  wall  is  very  liable  to 
occur.     When  the  child  is  born  the  bladder  should  be  pushed 
back  and  the  end  of  the  bones  brought  as  closely  together  as 

belt  .H  '  T'r""'  '''  ^"^""  ^^'^"^  ^'^^^"^  «*^^«h-  "-y 
be  put  through  the  capsule  of  the  joint  and  periosteum  of  Z 

bones,  to  keep  them  together.  The  soft  parts  are  then  closed  bv 
silkworm  gut  sutures.  If  there  has  been  any  tearing,  the  bleed- 
ing may  be  very  profuse,  as  the  plexuses  of  veins  are  usually 
varicose.     I„  my  third  case  this  occurred,  and  I  had  to  tie  a  very 

ThTndTe  ^^'^^^^^•"^"r"^^'  -^  «-»y  to  plug  the  parti 
behind  the  symphysis  with  a  s-ip  of  iodoform  gauze.  To  keep 
he  bones  in  position  apply  a  broad  strip  of  rubber  plaster 

wound  has   l>een  dressed.     The  patient  should  lie  upon  her 
back,  with  sandbags  at  either  side  to  keep  her  perfectly  still 
The  urine  will  require  to  be  drawn  off  at  regular  intervals 
The   nursing  of   these   patients   is  always   very  troublesome 
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eapeoially  if  there  has  been  auy  tearing  of  the  vagina  requiring 
plugging. 

The  patient  should  be  kept  at  perfect  rest  for  about  four 
weeks,  to  allow  of  good  fibrous  union  between  the  ends  of  the 
bones. 

Subcutaneous  Method  as  described  by  Herman. 
A  sharp-pointed  tenotomy  knife  is  pressed  through  the  mucous 
membrane,  opposite  the  middle  of  the  symphysis  pubis.  When 
the  knife  has  penetrated  the  joint,  cut  downwards,  until  you 
reaoii  and  divide  the  ligamentum  arcuatum.  Then  turn  the 
blade  and  divide  the  upper  half  of  the  joint.  When  all  the 
fibres  are  divided  the  bones  will  at  once  spring  about  half  an 
inch  apart. 

DeUvery  is  then  effected  by  forceps,  as  in  the  open  method, 
and  the  subsequent  treatment  is  the  same. 

This  operation  seems  an  exceedingly  simple  one,  but  I  have 
had  no  experience  of  it.  Judging  from  the  difficulty  1  hav.! 
experienced  in  cutting  through  the  symphysis  from  above,  1 
should  say  that  to  do  this  subcutaneously  will  not  be  quite  so 
easy  as  the  description  would  lead  one  to  suppose.  In  iny 
first  case  there  was  a  decided  bend  in  the  joint,  and  to  have 
divided  it  subcutaneously  would  have  been  very  difficult,  if  not 
impossible. 

Ayer's  subcutaneous  method  as  practised  by  Buist  dilit'cis 
from  this.  An  incision  is  made  near  the  cUtoris,  and  a  directs 
passed  up  in  front  of  the  joint.  A  probe-pointed  bistoury  h 
now  inserted  and  the  joint  severed,  the  urethra  being  kept  out 
of  the  way  by  means  of  a  sound.  If  there  is  much  bleeding 
after  delivery,  the  cavity  is  plugged  with  a  strip  of  iodoform 
gauze.  Buist  has  got  very  good  results  from  this  operation. 
He  has  performed  it  twice  on  the  same  patient. 

I  have  performed  the  open  operation  four  times  with  suc- 
cess. In  the  third  case  the  child  was  lost.  Before  deUvery 
the  fcetal  heart  was  showing  signs  of  failure,  and  the  pressure 
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was  too  great  for  the  enfeebled  child.  The  first  case  did  not 
make  a  quick  recovery,  as,  in  spite  of  repeated  warnings,  she 
sat  up  in  bed  on  the  fifth  day  and  septic  infection  of  the  wound 
occurred.  She  ultimately  recovered,  and  two  years  later  i 
delivered  her  of  a  full  time  8  lb.  child  by  means  of  forceps  in 
the  Walcher  position.  The  union  between  the  symphysis  did 
not  break,  and  she  was  able  to  leave  the  hospital  ten  days  after 
delivery.  In  the  second  case,  there  was  very  great  cedema  of 
the  vulva  for  some  days  after  the  operation.  In  the  third,  the 
bleeding  was  most  profuse  and  we  had  to  plug  the  space  behmd 
the  symphysis.  It  slowly  granulated  up  and  made  the  con- 
valescence rather  long.  The  child  was  stiU-born.  All  these 
patients  could  walk  quite  well  when  they  left  the  hospital. 


('ajsARUN  Section. 

This  is  a  very  old  operation,  but  it  is  only  within  recent 
years  that  it  has  become  comparatively  safe  for  the  mother. 
With  proper  aseptic  precautions  it  can  now  be  done  in  suita')le 
cases,  with  every  prospect  of  success. 

Indications  for  its  Performance.— The  absolute  indications 
are  pelvic  deformities,  and  solid  tumours  of  the  pelvis,  or  of  any 
of  the  pelvic  organs,  which  prevent  delivery  by  the  natural  pas- 
sages.  When  the  passage  is  nan-owed  to  2i  in  or  less,  there  is 
110  chance  of  gc'tting  a  Uve  child  through,  and  a  craniotomy  is 
very  dangerous  to  the  mother.  Through  a  space  of  2^  in.  it  is 
possible  to  deliver  a  small  child  alive,  but  the  probalnlity  of  its 
surviving  is  not  great.  In  such  a  case  a  craniotomy  could  be 
done  without  very  mucli  risk  to  the  mother,  but  it  would,  of 
course,  be  fatal  to  the  child.  The  unijorn  babe  lias  its  rights 
as  weU  as  the  mother,  and  they  should  be  considered,  though 
always  subordinated  to  the  mother's  rights.  In  many  cases 
with  the  conjugate  considerably  above  2f  in.,  the  operation  is 
perfectly  justifiable,  where  the  liead  of  the  child  is  relatively 
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large.  This  in  especially  the  case  in  generally  contracted  pelv»« 
In  such  cases  a  man  accustomed  to  abdominal  surgical  vvork 
would,  in  all  probability,  select  Caesarian  section  when  the  child 
was  alive  and  the  mother  in  good  condition,  while,  on  the  other 
hand,  a  general  practitioner,  unaccustomed  to  surgical  opera- 
tions, would  probably  do  well  to  perform  craniotomy  '^veu  on  ii 
Uve  child.  The  conditions  under  which  the  operation  is  justi- 
fiable have  all  been  referred  to  in  dealing  with  Obstructed 
Labours.  It  has  been  recommended  in  cases  of  unavoi(lal)lf 
haemorrhage  and  also  in  eclampsia,  liut  for  these  conditions 
alone  I  do  not  think  it  should  be  done.  If  they  were  compli- 
cated with  a  contracted  pelvis  or  a  solid  tumour,  then  one  might 
be  forced  to  perform  it. 

In  cases  of  obstruction  from  a  tumour  one  can  deal  with  the 
tumour,  at  the  same  time  removing  it,  alone,  or  along  with  the 
uterus.     In  cases  of  osteomalacia  the  disease  can  l)e  checked  l)\ 
removing  the  ovaries  alone,  or  the  uterus  as  well.     The  (iuesti(>i) 
of  sterilising  the  patient  arises.     This  can  easily  be  done  l>v 
tying  the  tubes  in  two  places  and  cutting  between  tlie  liJ,'ature■^. 
Tying  the  tubes  in  a  single  place  canncjt  be  depended  upon. 
This  will  in  no  way  interfere  with  the  menstrual  functions,  bin 
will  effectually  prevent  future  pregnancies.     The  ovaries  ma) 
be  removed  or  the  entire  uterus,  Imt  I  do  not  think  this  should 
1)6  done  merely  for  the  purpose  of  sterihsing  the  patient.      Ii 
the  uterus  is  infected  it  certainly  should  be  removed,  lest  tiic 
patient  die  of  septicueinia,  l)ut  in  all  cases  in  whici>  the  uterus 
is  quite  healthy  I  think  it  should  be  left.     I  cannot  aj^ree  witii 
Herman  that  "  except  for  child-bearing  the  uterus  is  useless  ; 
it  is  liable  to  disease,  and  it  menstruates,  which  is  a  monthlv 
illness  ".      A  woman  with   her   internal  organs  of   generation 
removed  is  ill-litted  to  fulfil  her  functions  in  life.     Tlie  question 
of  sterilisation  of  the  patient  is  a  very  difiicuk  one  to  decide  in 
cases  of  contracted  pelves.     I  have  always  explained  rlie  matter 
to  the  patient  and  the  hushatid,  and  have  invariably  found  tli.'\ 
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were  both,  especially  the  woraan  most  an«inn.  .    u  , 

With  u  single  woman  it  is.  in  oneTav TnT  "  *'     "" 

question,  because  if  she  knows  thJ    I'  ''"  '""''  "^'"'""'^ 

pregnant,  she  .nay  Zr^a,    ecWe  shT,r  ''^""  '^^"'"^ 

Such  cases  should'be  left  nott~     '°""^  ^^•"  -"-«• 

In  future  pregnancies  there  is  some  risk  of  snnn.a 
tureof  the  uterus   but  this  is  not  verrJ^el    Te  o""  7 ' 
may  be  performed  reneatedlv  on  .k  operation 

would  probably  be  S^lZ-^^'Z  '''"'  '"*  ''^'^ 
than  in  the  first.  ""hsequent  operations 

possible,  .he  patient  ,ho„Td  be  „„de'h:  '",""'  T'""'^''  " 
a  week  or  ,„  before  full  Le  A,  °  T" "''  •'"'"™'""' 
up,  and  the  os  will  admit  a  «„  "  *'  ■*"'"  '"  "k™ 

and  operate.     l7h W  h"    ^"■'  ""°  °""  """' "  »'"'"*  """' 

is  don?  the  betto  7"  .t  T  °"'  ""'  '°°''"-  ""^  "P"""'"" 
su.e.n«  and^hl^llo*  ,;::•;;  ,:^^J»  ;;«  »,jed  the 

opeme  Mo«  the  me„,b™„e'havX:«c    ■.„    .LT  L" 
;^P»^pose,    be   ruptured   Heforeh^an,:';:'":  tL^^ 

JXtrrflXn^'l'  '^""'^  ^  P^"--  ■■■>  -act,,     . 

posi.io„  o,  thi  ThiH  h::,d"tzrn7;:'  r"--  "-" 

pation,  and  one  ,hould  al»o  ^.kTZl^VT""'  >""- 

luttKing  tne  aodominal   inri«inn    tu^     i  • 
"Iready  been  dean^d  and  steri  il     b     n,  '  "'"°''  '"" 

■'"•abbetl  with  turnenHnT       1,      .  ^  ^'^  "■orouahlv 

There  sh  uldTol  'hTer.''    ?"'  """^'  ""'  °'^'"''"  '■"■-■ 

one  for  instrument  It  LriiiraM  "^  :"":'"'• 
sponges.  "'  ^"'^  anotlier  for  the 

«  fotcep,,  a  do.e„  pressure  foroeps,  .  broad  director 

do  ' 


5«a 


CLIMCA I.  onSTETKlCS. 


three  dozen  long  straight  needles,  threaded  two  oa  each  uternp 
Huture  ;  two  aneurinrn  needles,  threaded  with  sterilised  silk,  for 
tying  the   tubes  if  necessary  ;    a  half-curved  needle,  th 
with  catgut,  for  stitching  the  alxlominal  |)eritoneuni ;  ak- 

worm  gut  sutures  for  the  abdominal   wound.     For  controlling; 
the  hiBinorrhage  during  the  uterine  incision,  an  ordinary  largi 
vulcanite  pessary,  as  recommended  by  Cameron,  is  most  useful. 
The  uterine  sutures  may  be  silk,  catgut,  or  celluloid   thread 
No  matter  how  well  the  silk  is  sterilised,  there  is  great  likeli- 
hood of  it  working  its  way  out,  either  through  the  alHloiniiiiil 
cicatrix,  the  bladder,  or  vagina.     It  may  lie  quiescent  for  months 
and   then  give    trouble.       I   have  had  silk  sutures  come    oiii 
upwards  of  a  year  after  the  operation,  apparently  as  fi-esb  ms 
when  they  were  put  in.     When  silk  sutures  make  their  way 
into  the  bladder,  calculi  are  liable  to  form  on  them.    Catgut  hux 
the  advantage  that  it  will  be  quickly  absorlied,  but  the  ditticuity 
of  sterilising  it  is  very  great,  and  if  the  patient  becomes  the 
least  septic  it  will  soften  at  once,  and  allow  the  wound  to  gape. 
I  have  now  used    the  celluloid  thread    on    several    occasions 
with  excellent  results,  and  prefer  it.     It  is  said  to  al)sorb,  Imt 
of  this  I  am  not  sure.     At  all  events  in  none  of  the  cases  lias 
it  given  any  trouble. 

Sponges  made  of  gauze  and  thoroughly  sterilised  are  the  safest. 
I  use  them  only  once,  so  about  forty  are  prepared. 

Opening  the  Abdomen. — An  incision  about  5  in.  loim  is 
made  in  the  middle  line,  as  high  as  possible,  with  about  tliicc- 
quarters  of  it  above  the  umbilicus.  The  iileeding  points  shniilil 
be  secured  with  pressure  forceps.  Then  open  the  peritoiieiiin 
to  the  full  extent  of  the  wound.  The  hand  should  now  he 
passed  in  to  feel  how  the  uterus  lies.  It  will  usually  be  found 
rotated,  so  that  the  middle  line  does  not  lie  in  the  centre  ot  the 
abdominal  wound.  Straighten  the  uterus,  and  place  a  liu'e 
sponge  at  either  side  of  it,  to  prevent  blood  or  liquor  amnii  getting 
into  the  peritoneal  cavity. 
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almost  bloodlesslv     Th«  n,     T  "*""""  '"  ''«  "»*'l** 

oome  down  on  to  .he  placenta  you  will  cut  „  "'  i,  ,  '        T 
no.  require  to  cut  through  it.     Finish  you,  „c  U  ,1  i  """ 
way.     Now  quickly  pa,,  your  hand  into  .1 "  Z"  "  „d  "'" 
a  knee  or  foot,  and  tuin  the  child  n„.      q  '•"''' 

-o.n«  the  child  .^  a.,  t! .:  oin::i;~,:;r 

likely  to  tear  .he  lower  part  o(  the  won„,l  |  '^°''"'"  '"■  ^^'V 
the  wound  c„n.„«t  and'g4  .t  7Z  tL  n,,"""  '"" 
quickly  turned  out  that  there  ,  no  rhk  of  tht ,  ™"  '"  '° 

incision  of  the  uterus  and  deliven  Tl  ""^/I'T" '""■  ^''^ 
only  about  one  minute      Aston  a^.h.,;      """'  "^"^^ 

rcriteT.;::;:::  :':^-^^^^^ « --  a„dt 

nteru,  i,  cou.pletely emptied.     The  r,„,L  .         ,  ™"  "" 

I'.eathing  established,     vlr^  ^nC  oT*  " Vu  '■""• """  «" 
asphyxiated,   .nd  artifloial   resSon  n'"'  ""■"  ''°'" 

l;he  deep  uterine  stitches  should':  rCe"::^  T'"'; 
the  centre  of  the  incision  and  »a,s  then,  frl        T  "'"  "' 

.hemusc„iar.ndperi.one»iiayS:L;.t:.t::ru:';^::ht^ 
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Straight  needles  on  each  suture  they  can  be  verj  quickly  passed. 
PIftou  them  al)out  .1^  of  an  in.  apart.  When  they  are  all  passed, 
sponge  the  edges  of  the  wound  clean,  compress  the  uterus  with 
hot  sponges  to  cause  it  to  contract,  and  then  tie  the  sutures 
tight.  Some  operators  advise  a  superficial  layer  of  sutures  for 
the  peritoneum,  but  this  is  not  necessary,  except  in  a  few  plaoeH 
where  the  peritoneum  has  not  come  close.  Cut  the  sutures  short 
and  compress  th")  uterus  between  hot  sponges  if  it  is  not  well 
retracted.  If  the  patient  is  to  l)e  sterilised,  the  tubes  should 
then  be  tied  and  out.  The  veins  in  the  bvoad  ligaments  will 
generally  be  found  varicose,  so  care  must  be  taken  not  to 
puncture  one  of  them  in  passing  the  ligatures.  The  peritoneal 
toilet  should  then  be  completed,  and  the  abdominal  wound  closeil, 
by  stitching  the  peritoneal  layer  with  a  continuous  catgut  suture, 
and  silkworm  interrupted  sutures  for  the  remaining  layers.  The 
wall  is  usually  so  thin  that  it  will  be  impossible  to  do  it  in  three 
layers.  The  usual  dressing  is  applied  and  a  firm  binder.  Any 
clots  in  the  vagina  should  be  cleared  out.  No  drainage  tube  of 
any  kind  should  be  placed  in  the  cervix.  Neither  should  tbe 
interior  of  the  uterus  have  been  swabbed  out  unless  the  mem- 
branes or  placenta  had  been  adherent.  The  less  the  interior  of 
the  uterus  has  been  touched  the  better. 

The  after-treatment  of  the  patient  is  exactly  the  same  .is 
after  any  abdominal  section.  If  she  has  much  pain,  she  mcy 
be  given  a  small  dose  of  morphia  hypoderniically.  The  urine 
should  be  drawn  off  in  six  houi-s  or  so,  and  she  should  be  given 
sips  of  hot  water  from  time  to  time  to  allay  thirst.  The  bowels 
should  be  moved  within  forty-eight  hours,  by  calomel  and  a 
saline.  If  her  pulse  keeps  high  the  outlook  is  bad,  even 
although  the  temperature  does  not  rise  much,  but  if  the  pulse 
keeps  low  you  need  not  be  alarmed,  even  although  her  temper- 
ature should  rise  two  or  three  degrees.  If  the  first  forty-ei^'ht 
hours  are  passed  without  any  bad  indications,  and  the  bowels 
have  been  moved,  there  will  probably  be  no  further  cause  for 
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Lt°'"'wi  ^". "'"'"' "" """"'  "•»" '- «'  i-^»-» 

month,.    When  .he  uteru.  i,  involuW,  i.   *ili  „,„„„,.  J 
found  ^  ,«  „„.  „,  ^  ^H...„.  .„  .ho  Wk  „,  .hom.^ 

Remov.1  of  the  Uteru.._Thi.  m«y  !«,  „ece»«Hry  in  oertein 
have  be«.,  ni«Je  by  fo^ep,  without  strict  .«,p,i„  pro„«u,i„„» 

be  too.  „„,,„  „„,  ,^^  ,„^  J,  ^.„  ,^_^_^  ^^^^  _^,^^  ^^_  ^^^ 

and  the  cerv  x  seeurpH  ;«  ft,«  i  •«'  ui  me  awomen 

civix  secured  m  the  lower  any  e  of  the  wonn,!  i.,. 

oaK^     Wiien  the  opei-ation  was  introduced  by  Pon-o  in  l«7B 

netS"      H^  ^""'  "■'  """«'>  "-"^^'y    '-"  th    n  wl 
method  to  be  described  is  preferablp      P«,     - 

this  advantage  that  it  c«n  hff  '  operation  has 

require  anv    r    I  ^"""^  ''"'-^  ^"*«'^'>'  '^"^  it  does  not 

leqmre  any  great  amount  of  skiU  to  perform  it 
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Initoad  of  a  »  .'  wtml  and  pins,  twu  ordimury  knittinK 
neadlei  and  v  .stio  ligature  may  be  used  to  Moura  the 
uterine  itui  <;^  at  recommended  by  the  late  Lawaon  Tait, 
Equal  parti  of  iodoform  and  tannic  acid  make  a  good  drevsinK 
for  the  stump.     It  should  separate  in  ten  or  twelve  days. 

Extirpation  of  the  Uterus.— The  uterus  and  oen'ix  may  Im; 
entirely  removed,  but  I  think  it  is  preferable  to  leave  the  cervix, 
aH  this  Htrengthens  the  pelvic  floor. 

The  first  part  of  the  operation  is  the  same  as  for  ordinary 
Cnsarian  section,  only  the  abdominal  wound  should  be  made 
as  low  as  possible.  When  the  uterus  has  l)een  emptied,  an 
elastic  ligature  should  be  passed  round  the  cervix,  to  control  the 
bleeding.  Then  proceed  to  ligature  the  broad  ligaments  in 
sections  and  cut  them.  One  of  the  ovaries  may  l)e  left,  by 
ligaturing  inside  it.  When  you  get  well  down,  incise  the 
uterine  peritoneum  just  alx)ve  the  vesicle  fold,  and  strip  it 
down  in  front  and  behind.  You  can  now  secure  the  uterine 
arteries  and  then  amputate  the  uterus  by  making  a  V-shaped 
incision,  the  point  of  the  ^  being  downwards  so  as  to  remove  a 
wedge  of  the  cervix.  Now  stitch  the  cervical  stump  with  cuu- 
tinuous  catgut,  then  cover  it  with  peritoneum  by  stu-hing  tiie 
anterior  and  iwsterior  layers  together  over  it.  The  peritoneal 
toilet  is  completed  and  the  abdominal  wound  closed  in  the 
usual  way. 

K18K8  TO  THE  Patient  in  the  Ohdinaky  ok  Modified 

Operations. 

During  the  performance  of  the  operation  there  is  very  little 
risk  to  the  patient.  The  bleeding  is  not,  as  a  rule,  very  groat, 
and  ii  can  easily  ha  controlled.  Subsequent  post-partum 
hanmon-hage  is  not  likely  to  occur,  if  the  uterus  does  not 
contract  well  a  hypodermic  of  ergotiu  may  be  given.  I  have 
twice  seen  failure  of  respiration  occur,  necessitating  the  per- 
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formanoe  of  artificial  .expiration.     ThiH  hap,«ned  in  ,nv  fir.t 
case    ju,t  after  I  had  emptied  the   uterus.     Breathin«   wa. 
quickly  re.cor«d.     The  other  can.  wh,  much  moro  alarminu 
The  patientH  uteruK  wan  exceedingly  ten.e.  and  just  as  I  ,„«de 
.ny  firnt  cut  into  it  the  l.re«thin«  sto,,,,ed.     The  annn  were 
•luicltly  mmed  and  dep,t,H»ed.  hut  the  patient  made  no  effort  to 
Lreath      uul  I  thouKht  nhe  wan  dead.     In  ti.e  ho,H.s  of  saving 
the  ch.Kl  I  ,,uiclily  oiK.ne<l  the  uterus  and  delivered  ■»    un.l  the 
mother  at  once  commenced  to  hreathe.  an.l  K«ve   no  further 
trouble.     The  ^reat  pressure  fron,  the  very  lar«o  tense  uterus 
hod  apimently  interfered  with  tl,e  action  of  the  diaphragm 
The  child  was  alive, 

Shock—This  is  never  very  gi^at,  and  the  patients  soon 
m iy  from  it.  If  the  patient  has  lH,en  lon«  in  laln^u.,  an.l  her 
pulse  ,s  weak,  a  pint  or  two  of  normal  saline  solution  should  Ik- 
nui  mto  the  peritoneal  cavity  before  the  wound  is  closed 

Sepsis.  -This  is  the  chief  danger,  and  the  strictest  aseptic 
precaut,ons  must  Ih.  taken.  If  tbe  patient  can  k^  pn.i)erlv  pre- 
|.ared  for  the  oi^-ration  for  a  few  days,  there  should  be  very 
little  risk.  I  have  never  lost  a  single  case  where  I  have  bad 
the  patient  under  preparation  prioc  to  oponnin«.  but  unfor- 
tunately one  cannot  always  manage  this.  L'  the  patient  has 
been  m  labour  for  so.re  time,  and  careless  examinations  have 
been  „,ade.  the  risk  of  sepsis  occurring  is  ^n-eai.  In  ...cb  ca.ses 
and  especially  in  those  where  attempts  to  deliver  have  been 
"uule,  e.xtirpation  of  the  uterus  is  the  safer  operation 

Subsequent  Dangers.  -Intestinal  adhesions  mav  civo 
tiouble.  and  even  cause  obstruction  of  the  bowels.  If  obstruc- 
tion comes  on.  the  alnlo.nen  should  In.  reopened  and  the  adbesions 
•eheved.  If  s.lk  sutures  are  used,  they  mav  make  their  way 
out  through  the  scar,  or  through  the  bla^lder.  ..  vaginu,  mouths 
atterwards.  If  a  sinus  forms,  a  bloody  discharge  will  come  from 
it  =it  oacl)  menstrual  i^eriod.  The  sinus  will  not  close  per- 
'uaueatly  until  all  the  sutures  come  out,  and  this  mav  take 
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months.  As  already  stated,  when  the  sutures  make  their  way 
into  the  bladder,  calculi  will  probably  form  on  them.  As  after 
every  abdominal  section  the  cicatrix  may  yield  and  a  hernia 
form,  to  guard  against  this  the  patient  should  wear  an 
abdominal  belt  for  a  considerable  time.  I  lost  one  of  my  cases 
from  rather  an  unusual  cause,  viz.,  suppression  of  urine  (see 
page  438).  So  far  as  I  know  this  is  the  only  case  of  the  kind 
recorded. 

Post-mortem  Caesarian  Section— If  a  pregnant  woman 
dies  undelivered,  the  foetus  may  live  for  as  long  as  twenty-Uve 
minutes  after  the  mother.  When  ihe  mother  dies  of  disease 
there  is  not  much  chance  of  the  foetus  being  alive,  but  in  all 
cases  of  sudden  death  from  an  injury,  burn,  etc.,  which  does 
not  affect  the  uterus,  the  fcBtus  should  be  delivered  by  opening' 
the  abdomen,  as  soon  as  the  mother  is  dead. 


Ca.PTER  XLII. 
ACCIDENTS  TO  THE  JHILD  m^G  DELIVEHV. 

Asphyxia   Neonatorum  —  Asnhvxia    riuMo       4     t,     . 

uterine  F,«.ur.>-C„e-P^,„t  „,  tt.  t";?'!;  '^""*' "  I-"- 

Corne»_CM_Pre„„re  upon  Ne„e,_H:°  !,!;'*'">■  °'  "" 
orll,Memb,.„o^C.«...  "'"'—^""-'""So  mto  .1,0  Br.in 

Asphyxia  Neonatoram.-The  sudden  chsnge  of  the  fa„„, 
.om  the  warmth  of  the  interior  of  the  uterus  to  the  coVZ 
.ve  coldness  of  the  air,  ,..,  f„n,  a  temperature  of  „ear,"w 
i    o  one  of  60  or  70"  F.,  aets  as  a  powerful  reflex  stimulus^ 

.he  chUd  quickly  gasps  for  breath,  struggles,  .„d  cries.  The 
placental  circulation  is  at  the  same  time  cut  off  and  th! 
illation  of  CO,  in  the  h.ood  stimulates  the'^s;"!;^ 
«Mre.  If  the  accumulated  CO,  is  aUowed  to  act  too  long  i, 
^ralyses,  ms^ad  of  stimulating  respiration.     Death  will  thL 

Eustachian  valve  should  close  the  foramen  ovale,  as  soon  al 
he  lungs  begin  to  eitp«,d,  and  exert  their  aspi^tiugTwe 

eTahli  h'.   ""^  "■  "'  ''^"'-     ^  ^^'  circltion  ■»":;; 
es.ahl.hed  between  the  right  and  left  side  of  the  heart,  throng 

Asa  mie,  the  chUd  gasps  and  cries  as  soon  as  i,  is  born 

''«  .n  many  cases  there  is  more  or  less  asphyxia     Vsphv  "a 

u.y»me  from  interference  with  .he  placenta   eircula^on'™ 

Torn  detaohmeu.  of  the  placenta  pressure  upon  the  pi  Jit;  Z 

(669) 
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upon  the  cord,  by  the  latter  being  prolapsed  or  wound  rounrl 
the  neck  or  body,  or  by  its  being  caught  between  the  head  and 
the  blade  of  the  forceps.     Knotting  of  the  cord,  or  syphilitic 
disease  of  the  umbilical  vessels,  would  also  interfere  with  the 
circulation,  by  narrowing  the  lumen  of  the  vessels.     When  the 
body  is  born  breech  first,  the  stimulating  effect  of  the  air  upon 
the  body  may  reflexly  cause  the  child  to  attempt  to  gasp  whili- 
the  head  is  still  in  the  passage,  and  it  will  draw  mucus  into  its 
air  passages,  which  will  prevent  air  entering  after  the  birth  is 
completed.      Children  delivered   by  Ciesarian   section  seldom 
breathe  at  once.     I  think  the  explanation  of  this  is,  that  the 
opening  of  the  abdomen  suddenly  exposes  the  anterior  surfiice 
of  the  uterus  to  a  temperature  about  30°  F.  lower  than  it  was 
before,  and  this  sudden  fall  in  the  temperature  causes  the  child 
to  gasp,  and  fill  its  air  passages  with  liquor  amnii.     In  the  last 
case  I  saw  this  had  evidently  happened,  as  breathing  cotild 
only  be  estabhshed  after  the  child  had  been  inverted,  and  sevei  al 
ounces  of  fluid  emptied  from  its  lungs.     Prolonged  or  seviMe 
pressure  upon  the  head,  during  delivery,  may  cause  asphyxia  Uy 
paralysing  the  centre  in   the    I  lain.     It   may  arise   from   an 
abnormality  in  the  child,  such  as  a  patent  foramen  ovale  oi 
atresia  of  the  pulmonary  artery,  which  will  prevent  the  blood 
passing  into  the   lung.     An   enlarged   thyroid  or  thymus.  \,\ 
direct  pressure  upon  the  trachea,  would  also  cause  it.      If  t  la- 
child  were  expelled  with  the  membranes  unruptured,  or  with 
a  caul  completely  covering  the  head,  it  would  be  asphyxiated,  it 
the  membranes  were  not  speedily  ruptured.     A  perfectly  strong 
child  might  easily  be  asphyxiated,   even  after   breathing   I  .us 
been  estab'ished,  if  it  were  carelessly  placed  so  that  its  movdh 
pressed  against  the  l)edclothes  or  pillow.     Among  the  li.wn 
classes  the  Uves  of  many  children   are   lost   in    this   way   Uy 
"  overlaying  "   as  it  is  called.     It  is  too  often   the   resuh  ol 
drink,  the  intoxicatod  mother  either  lying  ou  her  child.  ,..,   ,o 
closely  pressing  it  to  her  side  as  to  smother  it. 
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Asphyxia  neonatorum  is  usually  divided  into  two  stages  •_ 

1.  Asphyxaa  L,.ida.-The  child  is  livid  in  colour  from 

accumulation  of  CO,  in  the  blond     TV,^k«    *•    u      • 

o„j  *u       a  ■^'^®  "®*''*  '8  beatmg  strongly 

and  the  roflexe,  are  pre«„t.    y„„  „ay  ,ea  .hi.  typlly  wh"' 

2.  Asphyxm  Pall,da._The  child  i.  limp  and  p.ili,l.     The 

abolished.     The  prognosis  is  nnfavoumble 

r,™<,«,„._In  every  case,  as  soon  as  the  child  is  born  its 
nostnls  and  month  should  bo  cleared  of  ,n„e„s.     a  conve^ien 
way  to  do  th«  .s  to  lift  it  by  .ha  (eet  and  insert  a  6nger   nto 
.s  n,ou.h      A  »n,ar.  slap  or  .wo  on  .he  bn..ooks  will  Lse  i" 
to  gasp  and  cry,  under  ordinary  circumstances.     In  a  case  of 
».phyx,a  l,v,da  cut  the  coM  a.  once,  and,  before  tying  it,  allow 
few  drachms  of  bio.,  .„  escape,  then  proceed  to  do  ar  IhIi 
«..p.ra  ,o„.     Combined  with  artiaoial  respira.ion  you  may  use 
m  .rr  „,""  "°?  "'''  '"""•     '^"^^  "'  -™"".  »"^e  differ^ 
Marshall  Hall  s,  or  compressing  and  expanding  the  chest  bv 

S   Th'',f^'"'n"    "  "■^"  ^'-'^-'--^  i'  out,  ma     he' 
nl„  f  f ''  '  T^  ""  *"  '^<-     ^^'P  'he  infant 

n  your  hands  so  that  yo,     .,vo  paln.s  lie  on  its  back  and  your 

« it  i  'r  *°"" '"  '"'"■=™  >'™'-  "■'-'».  «h->- 

ou  have  a  .n  d  «     '  ■™'"'  """'"  ""  '""  "WO'.  and  that 
r  v,/„   ^  «"•'■  ""  *"'  "■'■•<'  "ill  be  no  danger  of 

t ,    ,     T'  ""'  "'  """  '"'■'^»  "hen  yon  swing  it.     It  is 
weU  also  to  see  that  there  ^s  „<,  meconium  escaping,  or  you 

1  °    ,  ■     ''  "™'"'"'  "»  '''■e-t  with  yom-  thumbs,  .„  expel  the 
mucus  from  the  pas^ges.     Then  swing  the  body  downw-ards, 

:  ven  !  r°TT* "'"  '"'»"''  "'"  '='"'«•  "■«'  '<"'i'  -■•  'o  enter 

ta     and     '  t"  *"""'  •"  '"''■    ^'■-  -™»  'he  body 

tack  and  compi^ss  the  chest  again  to  expel  the  air  ftom  u  and 
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repeat  the  downward  movement  again,  and  so  on  until  the 
child  breathes  naturally.     The  movements  should  not  be  done 
too  quickly.     About  fifteen  times  per  minute  is  fast  enough. 
As  I  have  already  mentioned,  the  heavy  liver  drags  so  much  on 
its  suspensory  hgament  during  the  downward  swing  of  the  child, 
that  it  may  cause  a  haemorrhage  into  the  capsule  of  the  organ. 
Direct  inflation  of  the  lungs  through  a  catheter  passed  into 
the  trachea  is  sometimes  done,  but  it  is  not  easy  to  pass  a 
catheter  through  the  narrow  glottis.     An  easier  method  is  by 
blowing  into  the  child's  mouth,  closing  the  nostrils  with  the 
finger  and  thumb  of  one  hand,  and  compressing  the  stomach 
with  the  other  hand.     A  clean  handkerchief  should  be  placed 
over  the  child's  mouth,  then  take  a  deep  inspiration  and  blow 
the  first  part  into  the  mouth  through  it. 

Traction  upon  the  tongue  is  useful  in  some  cases.  A  favourite 
proceeding  among  elderly  women  is  to  rub  the  child's  chest 
with  spirits.  A  little  may  be  rubbed  inside  the  gums.  The 
best  form  of  stimulant  is  a  hypodermic  injection  of  strychnine, 
using  not  more  than  ,  J^  of  a  grain.  It  stimulates  the  heart' 
and  also  the  respiratory  centre,  so  is  most  useful  in  asphyxia 
pallida.  Care  must  be  taken  not  to  give  too  large  a  dose"  I 
have  known  ^^^  of  a  grain  given  by  mistake  cause  convulsions. 
It  certainly  made  the  child  breathe,  but  an  enema  of  chloral  liad 
to  be  given  to  stop  the  convulsions.  The  child  did  well  subse- 
quently, but  the  convulsions  were  rather  alarming. 

Asphyxia  Pallida  is  a  much  more  difficult  condition  to  deal 
with.  If  the  cord  is  pulsating,  do  not  cut  it  at  once.  Invert 
the  child  and  clear  its  air  passages  and  rub  it  briskly.  Then 
tie  and  cut  the  cord.  Put  the  child  into  a  hot  bath,  and  then  do 
artificial  respiration  by  the  Schultze's  method.  In  these  cases 
use  strychnine. 

One  should  persevere  with  artificial  respiration  so  long  as  the 
heart  is  beating,  but  when  the  heart  has  once  stopped  nothing 
will  do  any  good.     lu  cases  of  asphyxia  Uvida  the  coni  may  be 
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uutied.  and  a  few  dmchms  of  blood  allowed  to  flow  ot.t.  so  as  to 
relieve  the  engorgement  of  the  heart. 

After  breathing  is  established  the  child  .nust  l,e  kept  very 
warm,  and  loosely  wrapped  up,  to  allow  of  a  free  play  of  the 
cheat  wall.  If  ,t  is  weakly  it  should  be  given  4  or  5  drops  of 
brandy  m  water,  every  few  hours. 

Intra-uterine  Fractures  occasionally  occur,  but  in  the 
majority  of  cases  fractures  are  caused  during  delivery.  The 
bones  of  the  legs,  arms,  and  shoulder  girdle  are  those  which 
most  frequently  suffer  from  fracture  or  dislocation,  but  the 
cervical  spme  is  sometimes  dislocated  in  delivering  an  after- 
oommg  head.  The  lower  jaw.  too,  is  occasionally  dislocated 
or  tractured  m  the  same  method  of  delivery. 

Case  0/ Inlm-uterine  Fracture  of  the  .%«//. -^ Mrs   Q     viii 

1  pped  and  fell  on  her  back  while  hanging  up  clothes      She 

IZ  '  T\  7^'"''  ''''''''  '^'"  ""  *h«  "«ht  lumbar  region 
behind.  She  felt  sick  and  faint.  After  this  the  foetal  move- 
men  s  were  less  frequently  felt.  She  volunteered  the  state- 
ment that  It  was  only  when  turning  from  side  to  side  she  feit 
any  movement.  On  7th  September  labour  pains  commenced, 
and  at  10  A.M.  the  membranes  ruptured,  and  a  lot  of  dark  tarry 
blood  escaped.  ■ 

On  admission,  about  six  hours  later,  the  breech  was  felt  well 
engaged  m  the  pelvis.  The  back  of  the  child  lay  to  the  front 
on  the  right  side.  On  palpating  the  head  at  the  fundus  it  was 
felt  to  be  peculiar,  but  the  exact  condition  could  not  be  made 
out.  The  breech  was  born  naturally.  The  after-comin<.  head 
came  away  without  difficulty.  A  considemble  amount  of  dark 
clo  and  the  placenta  came  away  with  the  child.  The  child  a 
male,    weighed  9  lb.,   and  was  quite  dead.      There  was  no 

Zrr-..^"^  '''    "^'"^    °^   '''^  ^'^^"  P--*^l   bone  a 
spoon-shaped  depression  was  noticed,  and  at  the  lower  ed-e  of 

the  parietal  a  ridge  was  felt,  that  suggested  a  fracture.       ■" 
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Post-mortem  examination  report  by  Dr.  Carstairs  Douglas  _ 
"  The  head  appeared  well  formed.     An  external  examination 
revealed  what  seemed  to  l>e  a  fracture  in  the  lower  part  of  tl,.. 
right  parietal  bone,  placed  horizontally  about  1  in.  above  tli^ 
tip  of  the  lobe  of  the  right  ear,  and  a  little  anterior  to  the  same 
A  sharp  ridge  of  bone  could  be  felt  here.     Above  it  a  depression 
could  be  made  out  on  the  right  parietal  bone.     On  reflecting 
the  scalp  a  small  haemorrhage  was  found  on  the  anterior  portion 
of  the  right  parietal,  and  another  posteriorly  near  its  inferior 
angle.     A  very  distinct  roughly  triangular  pit,  about  1  in   in 
Its  largest  diameter  and  about  v\  of  an  in.  deep  at  its  deepest 
part,  was  seen  on  the  parietal  about  1  in.  above  the  union  of  th? 
latter  with  the  squamous  and   •   of  an  in.   behind  the  coronal 
suture.     The  skull  was  not  broken  here  either  inside  or  out 
Below  this  was  a  semi-lunar  cleft,  the  concavitv  downwards, 
about  ••  of  an  in.  in  length  and  deepest  in  the  centre,  where  tliere 
was  only  dura.     Examination  of  this  showed  it  to  be  a  separ- 
ation  at  the  suture  between  the  inferior  margin  of  the  parietal 
bones  and  the  squamous  part  of  the  temporal,  the  latter  bein« 
easily  depressed  below  the  sharper  harder  margin  of  the  formei" 
It  was  this  that  had  given  rise  to  the  idea  of  fracture  on  external 
examination. 

"  On  opening  the  skull  the  dura  and  pia  were  found  engoi  <?ecl. 
There  were  several  extravasations  of  blood,  vit.,  between"the 
loijes  of  the  cerebrum,  over  the  tentorium,  and  in  larger  amount 
in  the  base  of  the  skull,  especially  in  the  middle  foss«.  The 
brain  tissue  itself  was  not  lacerated. 

"The  examination  of  the  inner  aspect  of  the  right  parietal 
and  squamous  bones,  removed  in  a  piece,  showed  the  bul-ing 
inwi  is  of  the  spoon-shaped  depression,  but  without  any  lesion 
of  the  internal  table  ;  while  at  the  sutural  separation  below  this, 
although  the  bones  gaped,  the  dura  stretched  between  them 
intact." 

Fracture  of  the   Skull   during  Delivery.  —  In   de.lin^^ 


ACCWEXTS  TO  THI.   CHUM  IHRISO  nEIIVERY.        ,-, 

With  oi,st.ucted  labottrs.  1  have  already  meationed  depressed 
hacturos  of  tl,.  skull   from    the  presHure  of  the  pronltory 
Ih,.  may  occur  when  delivery  iseffected  l,y  nature,  hut  is  n.uch 
more  hahle  .n  difficult  artificial  deliveries.     The  position  of  the 
depression  varies,  hut  it  is  usually  in  the  anterior  part  of  the 
parietal  bone,  or  on  the  frontal.     If  it  is  on  the  frontal  the  eve 
o   that  s,de  will  he  hulked  forward,  an.l  there  may  he  ha3mor- 
rha,e  mto  the  hack  of  the  orhit.     In  the  ordinary  spoon-shaped 
depression  the  hone  is  merely  bent  in  or  depressed,  and  it  can 
usually  be  raised  by  applying  pressure  obliquelv  to  the  head 
as  suggested  by  Dr.  Munro  Kerr.      If  the  bone  is  fractured' 
liowever,  you  cannot  raise  it  in  this  way.      When  there  is  an 
ac  i.al   racture  the  brain  may  be  lacerated,  and  there  he  con- 
s.derable  luenaorrhage.      In  some  cases  you  fin.l  n.arked  ha^mor- 
rnage  without  any  actual  fracture. 

/Vo,,.o.s/.s.._lf  there  is  an  actual  fracture  with  h^morrha^e 
with   or  without  a  brain   lesion,    the  child   will  probably  die 
w.th,n  a  few  hours  or  days.      When  there  is  onlv  a  depression 
pen  a  tliough  it  be  a  marked  one,  the  child  will  probablv  live 
l.nt.  .f  the  depression  does  not  rise,  there  is  great  risk  of  imbecility 
or  epilepsy  developing. 

Treat, ncut. -The  ordinary  spoon-shaped  depression,  if  it  is 
eft  alone,  usually  rises  of  itself  after  a  short  time,  but  more  or 
less  permanent  depression  may  be  left.  In  all  cases,  pressure 
should  at  once  be  applied  obliquely  to  the  head,  and  in  manv 
eases  the  depression  will  thereupon  disappear.  If  it  does  not 
disappear  an  incision  should  be  made,  with  aseptic  precautions, 
down  to  the  dura  mater  near  the  edge  of  the  bone,  and  a  probe 
or  periosteum  elevator  introduced,  between  the  dura  and  Ix^ne 
to  lever  up  the  depression.  The  opening  through  the  bone 
should  not  l,e  made  at  the  suture,  because  the  dura  is  adherent 
tnere,  and  you  wish  to  avoid  injuring  it. 

Case  I.      Fracture  of  the  Left  Frontal  Bone  with   Laceration 
"t  the  Bran,  nud  H.,rnorrhage.-The  mother's  pelvis  was  con- 
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traoted.  the  diagonal  conjugate  being  3^  in,,  giving  a  true  con- 
jugate of  about  3  in.  This  was  her  third  confinement,  the  oth... 
two  having  been  instrumer'.l  ones.  The  first  child  wuh  still- 
bom,  the  second  alive  and  stiU  surviving.  This  time  delivery 
was  eflfected  by  axis-traction  forceps,  in  the  Walcher  position 
without  much  difficulty,  after  a  short  trial  in  the  ordinary  left 
side  posture. 

The  child,  which  weighed  6J  lb.,  breathed  at  once,  and  seeme.1 
all  right,  except  that  it  was  restless.     There  was  a  small  hema- 
toma of  the  scalp.      There  was  no  depression  of  the  skull 
About  seventeen  hours  after  delivery  it  was  supposed  to  I,. 
sleeping,  but  was  found  to  be  dead. 

At  the  post-mortem  a  comminuted  fracture  of  the  left  front  U 
bone  was  found,  with  laceration  of  the  brain  and  cerebral 
haBmorrhage  in  that  region.  There  was  also  some  hemor- 
rhage into  the  scalp.  The  fracture  had  been  caused  bv  tlu- 
pressure  of  the  promontory  and  not  by  the  blade  of  the 
fwreeps. 

6'«./;  //.  Fract>,te  of  the  Left  Frontal  Bone  with  Hcevu,- 
rhcuje.~ln  this  case  the  child  was  delivered  with  axis-tiacti.,,, 
forceps  through  a  pelvis  with  a  true  conjugate  of  3f  in.  ()„ 
birth  there  were  no  signs  of  respiration,  but  the  heart  beat  to, 
five  minutes. 

A  post-mortem  examination  of  the  head  made  by  Dr  Car- 
stairs  Douglas  revealed  "  a  considerable  lateral  compression 
the  right  parietal  bone  over-riding  the  left.  Dark  blue  depressed 
marks  (due  to  forceps)  were  seen  on  both  frontal  bones  aud 
behmd  the  left  ear.  There  was  a  large  caput  over  the  posterior 
font«nelle.  On  reflecting  the  scalp  the  tissues  were  found  to 
be  very  //.lematous.  Slight  hemorrhages  lay  over  the  frontal 
bones.  A  <»mplete  fissured  fracture  was  found  in  the  lo^^er 
part  of  the  lef'  fmntal.  about  \  in.  above  the  or!,ital  plat^  r  ■. 
nmg  out  horizontaMy  to  the  coronal  suture.  Inside  the' si  nil 
there  w«re  small  hemorrhages  opposite  the  points  of  applicaton 


^ccw.^r,  TO  THE  cmLo  ,>v,,so  oEuv^ny      „, 

Case  in      ni    n  t«"*0"um  on  both  sides." 

Bmall.  rickety  ^s■o2TZ7  1  T  I  °'  '^'  '^'^^  ^^'^^  » 
«he  was  sevL  ;erof  at  Her  ,'  '''  '''  "°^  ^^^  -*" 
deforced.  TheUe  irterstJl  Jo^^t  T'^'''^' 
lOi  in.  ;  interspinous.  9^•n.  ;  diaZ,^  o^^  ^^^^^  ':'~' 
true  conjugate  would  thus  be  about  31  in  jZl'  !  T"  ,  ?" 
been  delivered  by  means  of  forceps      In  th.f  t  "''^  ^^'^'^ 

finement.  the  head  had  presented  "'  ""''  "^°'^'  ^^"- 

well  flexed  with  the  occiput  to- 
wards the  front  and  left.     The 
head   was  partly  moulded   into, 
but   had   not   passed    the   brim.' 
J    gave    chloroform,    and     Dr. 
Harrington,  one  of  my  residents, 
applied     Milne  -  Murray's    axis- 
traction  forceps.     He  had  to  use 
considerable  traction  force,  and 
as  the  head  passed  the  promon- 
tory, we  were  both  aware  of  a 

vent  Jt:'!?"  '■'"';;;'  '^^"■=" '"  ''■»"  -  ■"— 

'.one  (see         45        iLTf      ''''""'°"  °'  *'  '^"  '-"■" 

sinsle  room  «n,l  ,),.  "^P"'"""-  As  the  patient  li,ej  in  a 
I  <i  cided  „■  le!  Ji  '""""""'"S'  ""re  anything  but  sanitary, 
■t  .o  .he  htspW   "°  *""  "°"'  '"'  ™"--  -"■'«  company 

>v™  LZtd  t'oit  r,°"''  r""^'  "■"'  "■«  -*  ">»  «ww 

"'»  a,  aU     onL   1        f'T'™"  '"  ""=  '=°"^  '"«'  °°' 

lAotogmph,  and  ,„!f  '^''«'''\ '"^^  D---  Lmd^ty  had  taken 

Ph»  and  ,„ade  »  cast  ot  half  of  the  head,  I  reflected 
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i-iu.  45.-Deop  depression  of  the 
left  frontal  bone,  caused  by 
the  promontory,  relieved  by 
incision  and  elevation. 
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about  an  inoh  of  the  scalp  from  the  back  [xirtion  of  the  frontal 
hone,  and  made  a  small  incision  through  the  bone,  about  a 
quarter  of  an  inch  in  front  of  the  suture,  then  pasHed  McKwun'o 
[)orioHteum  elevator  between  the  dura  mater  and  the  Iwne,  luid 
raised  the  depression.  The  incision  was  made  away  from  tli< 
suture,  because  thi-  dura  mater  is  always  adherent  at  the  suturt-, 
and  I  wished  to  avoid  cutting  the  dura.  The  Iwne  was  fairly 
hard,  but  I  cut  through  it  with  a  sharp-|)oii]te(I  bistnur\ . 
When  I  passed  the  elevator  in  there  was  a  gush  of  Ijlood- 
stained  serum.  I  was  surprised  at  the  amount  of  foice 
required  to  raise  tlie  depressed  bone.  The  wound  in  the  scalp 
was  closed  with  stitches. 


V^ 


Flu.  40. — Deprt'ssioii  of  skull. 
('()  Front  view.  {!>)  Side  view. 

The  child  stood  the  operation  well,  liut  took  nearly  as  much 
chloroform  as  an  adult.  The  scalp  wound  healed  by  first  inten- 
tion, and  the  child  kept  perfectly  well. 

It  is  surprising  that  so  marked  a  depression  caused  no 
inconvenience,  but  if  it  had  been  left,  the  brain  functions 
would  sooner  or  later  have  become  affected,  and  the  child  have 
developed  into  an  idiot  or  an  epileptic. 

Case  IV. — The  most  marked  depression  I  have  ever  seen  \\:i^ 
in  a  case  where  there  was  no  deformity  of  the  pelvis.  The 
abdomen  was  exceedingly  pendulous.  Delivery  was  effected 
with  high  forceps,  and  the  head  showed  the  remarkable  appear- 
ance depicted  in  figure  4().     The  child  seemed  perfectly  well, 


never  h,uv  th.  cl.iM  a«ain         '  '"^'  "">'"''"«•  *«  T 

Fracture  of  the  Long  Bones      o,.        .     . 

•-k-..  ,n  .loin.  v....si.....  o..  inT^;      '■ '"'  ''^''  "■""""  '"">'  '••' 

•''"■'"«  tin.  H,.,.  ,.,„  ,,„„  ,„  ,.,,.        ■     •  "'  "»    '■«-  .l™>v„   up 

^'""';""  '•"' y  «i.i>i.v  ..x,,,,,,!,,;,  ,1 ; ,  irr"'","  "■""""  "■ 

'"■' --^.■.^:^;;.::^::i;'r  :::;•'-' "«.»» 

Fracure  of  '.he  cl;  J  ^   :  f  T  ""^  '"■'«^'> 

■'"«-.« m,.„ "r ,  , :  i"; ' "'""  >■""  '"■'•• 

'''"■'"""■'"■      I'm  111..  ,111,1  „„  i„  ,1, 

--*;  .0.1,0  Che.  „ •.„/;;;:;"  '">■ '-"-« ^ 

Fracture  of   the   Humerus     ti 

''"l-lnce.!  t„  tl„.  l„,ok  ,„  i|„.  I,,..  ,     '""'       ^^'"^"  'I-  I'll"   i» 

'''■'"-'■""■ly  .o  „,v,.  ,i„.  ..|,ii,i ""~  "-"I"""  '"  J"  i. 

-;^':::'.:  :::;i;z.:;;;\:;- r: ;-;..- ...ii 

Injuries  to  the  Soft  Parts      Ti  '  "''"'^ 

'•'^ve  known  it  to  I,,  uounrr  "  "' ^  ""•  '^"  "'^''''^^-  ^ 
'"-b,.a„es  whe.  ..::  ';;;:;"  "'^""^'  '"  -J--  the 
'-«^«  into  the  scalp  it  ,  ..  J  ,  "''  ,  '■"^'^"••"''-  "  '^  -t  is 
^-  I-ele.l  off.  as  t  .'e  h  "    i  .'  ""'    '^  '--'-'--'^'e  portion 

-=--ful  hands  such  1  ^    ,       'T'""  ""'"-''  ^^^^  i^''--     in 

''^^^''^''^'^^-■^■'-'-^''•-•-'-H.y.un.h.annnatiou. 
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In  dclivrrinu  with  \\\^^\^  forceps,  .me  l>lade  usually  pieHHas  over 
or  near  the  oyo.  In  the  vast  majority  of  cusei.  no  injury  reHult*. 
but  occasionally,  esijecially  with  ha<Uy  nmde  instruinentH.  th«' 
eye  may  k-  destroywl.  I  havt>  known  conipleto  .Muicleation 
hiipi)en.  In  a  fltit  pelvis,  howevi-r,  tht*  j-yo  may  Ik;  injured, 
not  by  tho  blade  of  tho  forceps,  hut  hy  tlus  pressur.i  of  the  pro- 
montory causinn  a  fracture  of  the  frontal,  extending  int<i  th. 
t)rl.ital  plafo.  In  nmny  cases,  sulxjonjunctival  lui'morrha^fs 
will  be  Keen,  t-ven  after  normal  deliveries.  In  some  diflicult 
deliveries  you  find  lui'morrhafie  into  the  back  of  the  orbit,  oi 
into  tho  eyelid,  and  occasionally  into  the  anterior  chamber  ot 
the  eye.  The  hemoirhaKes  are  usually  absorbed  in  a  ver> 
short  time. 

I  have  already  referred  to  the  occurrence  of  corneal  ojwcitie> 
during,'  difficult  deliveri.-s.  In  the  twenty-second  volume  of  th. 
TrausortioiiH  ,>/  fl„-  ()j>/ithalmnl,„ii,al  Socirtii  the  first  series  ol 
cases  observe!.!  will  be  found  reconled  by  Dr.  W.  finest  Thom- 
son. Ophthalmic  Surgeon  to  the  Glasgow  Maternity  Hospital, 
who  has  been  investiKatin«  the  condition.  In  addition  to  tlir 
cases  reported.  I  have  seen  several  others.  In  all  cases  observe.! 
there  was  a  distinct  band  of  opacity  in  the  vertical  axis  of  the 
eyes,  in  addition  to  the  less  marko<l  «eneral  opacity.  In  n»ost  of 
the  cases  the  opacity  cleared  up.  but  there  was  usually  a  linear 
sair  left  in  tlie  vertical  axis.  In  one  of  the  first  cases,  a  very 
dense  opacity  of  the  whole  cornea  remained,  so  lon^  as  the  child 
was  under  observation,  and  it  seemed  as  if  it  would  be  perma- 
nent. The  cause  of  the  opacity  was  -.videiitly  the  pressure  to 
which  the  eye  was  subjected  during  delivery,  but  how  the 
pressure  acted  was  not  very  clear.  The  follow! njr  case,  whi.h 
occurred  quite  recently,  has  thrown  some  li^ht  upon  the  sub- 
ject,  and  has  furnislied  us  with  the  prol)able  explanation. 

A.  M.,  i.para.  let.  nineteen,  full  time;  delivered  by  axis- 
traction  forceps  m  the  Walcher  position.  The  patient's  pelvis 
was  a  typically  Hat  one,    with   the  following   measurements 


'"■""•^"""''^'■""■'""•*'.v.  .,,,„,,,,       „, 
tnleMpinou,  ili»in,.ip,     m   ;„  .   ,„, 
""•IJIWIK.,  <  i„   .  ,„,.  ">«"'on»<.il.  '.M  m..  ,lia„„„,| 

■'"«■;'"«''. '-« i.  ™ b  "utlV'T"  ""'*•"■"" 

«".i  i'«.  w.  Kr„„s.  T.,„„,,r  r, J :  zr  "•"■'■  ■•«"«>'"'' 

■"  .he  cornel  ,1,,    "^T   "'  ";7"""  "'  "'"  ."-•riu.-  l,,v..s 
l«  publi,l,„l  bv  „JX„       "'",T'""  ""'"""'"'•■"  -'» 

•i.'"e.      The   (1,1,     ,T""""-  ""'""  """"   ""■  -'"-I- 

ver.ic.1  i„  ,li„c.    „    .„,    h '  "   T'™'-   "'»"-   '»-i.»  .re 

"^    "•  »»'i"  net  ct'  the  vpiti«ni    i       i       ,    . 
opacity,  veitical   Lands  of  denso 

Pressure  upon  Nerves   -Tl    » 
l™««l  "Pon  l,y  „,„  ,„„,e  ^,7,,  ,  ,7;7  ";:;■«  ■»  >•.•»■  Huen.ly 

">e  »k.,ii,  .„d .,  „  ,^,„„  „,„.,  J-,;  .,»;«''"■ ""'-"™" 

raiiinioii.     .Ash  nil,.  i„„„„  l«iialy»i»  i,  m-v 

--  i" « ..a,  „;  :,^ '  rrri'rr,  ""■"  -  "^  '-"''■ 

'he  nerve  she..h  „,■  roj,  ,  i„  .„e  ,I:i        """'""'°  '"'° 
"■ay  te  injured,  w„l,o  !l "  '"■'"'■     ■"'"  ''''-■'^"^  "^" 

h.emo„h.ge,  wuhou.  faerj'  l^""; '  .""'  >-  ->'  have 
'ahours.     These  i,  ,1 !  '  f  I*°'a"y  "n  difficult  head.la.t 

■"  .he  child  d,™«  del  ven'  "        'T''  "'^  """'^  ^^"-'^ 
.."«  delnerj,  or  very  shortly  H(te,w„,d,.     They 
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may  cause  convulsions,  and,  if  the  child  survives  these,  it  may 
grow  up  more  or  less  of  an  iiul)ecile. 

Case  of  Cerebral  Ha  morrhaiie  without  Fracture  of  the  Skull— 
Lanjc  Full-time  Child.  Forceps  Delirery,  Child  Dead  Tinru.— 

Post-mortem  examination  by  Dr.  CJarstuirs  Douglas : 

"  The  head  exhibited  no  evidence  of  fracture  or  depression  of 
bones,  but  the  latter  were  extremely  mobile.  A  large  caput  lay 
over  the  posterior  pait  of  the  head,  chiefly  to  the  right.  On  re- 
flecting the  .scalp  several  large  huMnorrhages  were  found,  chiefly 
above  the  pericranium,  and  lying  over  the  bones  below  the 
caput.  Under  the  pericranium  posteriorly  a  smaller  amount  of 
dark  blood  was  seen.  On  reflecting  the  parietals  the  pia  was 
seen  to  be  distinctly  engorged.  Small  hemorrhages  were  found 
over  the  right  frontal  lobe  and  lying  upon  the  plate  of  the 
:hmoid.  Theie  weie  small  effusions  in  the  left  middle  fossa  of 
the  skull,  and  also  on  the  tentorium,  chiefly  to  the  left  side- 
Larger  haMnorrhages  were  found  in  both  posterior  fossa.'." 

Haemorrhage  may  occur  into  other  organs,  such  as  the  lirer, 
especially  in  cases  where  artificial  respiration  by  Schultze's 
method  has  been  tried.  The  liver  is,  of  course,  a  very  heavy 
organ  compared  to  the  rest  of  the  Ixxly,  and  a  consideralJe 
strain  must  be  put  upon  its  suspensory  ligament  in  the  perfoi-- 
mance  of  this  method  of  artificial  respiration.  In  such  cases, 
I  have  more  than  once  found  consideraltle  haemorrhage  beneath 
the  suspensory  ligament  of  the  liver. 

Laceration  of  the  groin  may  be  caused  in  delivering  an 
impacted  breech,  if  a  hook  is  used. 

Th(  genital  organs  of  the  child  may  be  injured,  in  rougli 
examinations,  in  a  Ineech  case.  The  anus  has  more  than  on'cr 
been  mistaken  for  the  os  uteri  and  attempts  made  to  dilate  it. 
In  a  female  child  the  perineum  has  been  completely  torn  and  ;t 
cloaca  formed  in  this  way.  Sucii  an  accident  should  of  course 
never  happen. 


CHAPTER  XLIII. 
-.v„H„.,ux.KH  .,.n  n,sr..sKH  ok  th.  .vr.w-„o„.  ,,„,„ 

■■1..W  of  Blood  t,Jl\Z.liZ  '''''-'"'"•'''•-''''■ 

K™j.Uo,._p.,.,„.,,:™ -:;7^'-™  -^    n,,.„H      _  «, ., 

Cord-Telanu.  Noo,«t„™m-S„„t I,    ,,  *"'''-""'"">"-l'«8e  from  ,he 

Thkrk  Hie    ,„any  abnormalities    such   m  tUn-         ■  ■        , 

;rr:r— rrv'^^^"^°'='■™ 
small  for  the  use  of  ^nlinff  •  ^  ^"^^^  '""'^  too 

»..,p,.e,,  ell : :!i':r;H:r,,i';,::'t::'T'™"  '  "-" 

-J  *e  use  of  ,„„„  .„,„.,  „.Uh  "oorpleee  '    ^  ^"«' 

Imperforate  Anus.— If  a  fhilH'.  k       i     , 
»i"-'a  few  hou,.»  of  it,  bir,h  "    ,,  m       """'  '""    '■'°>-' 
■ecum  should  be  made      «.  <'>""..i"ati„„  „f  ,|,„ 

a.u,,™,bea,nU:a  dv;      :r;""'  "":  'T  ""■  "^  "■" 

*...  half  an  inch  „,     P.,.  tt^rrt:  ^tn''" 

(Ooo) 
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castor  oil  may  be  given,  but  oil  should  never  be  administered 
unless  you  have  made  sure  there  is  no  obstruction. 

Treatvient.~kn  imperforate  anus  should  be  operated  on  at 
once.  An  incision  should  be  made  in  the  position  of  the  anus, 
and  a  careful  dissection  carried  up,  until  the  blind  end  of  the 
rectum  is  reached.  This  should  be  opened  into.  There  is 
always  a  great  tendency  for  the  opening  to  contract,  and  it  will 
have  to  be  dilated  daily  with  a  bougie.  When  the  child  gets 
older,  if  the  tendency  to  contract  continues,  it  will  be  advisable 
to  have  the  constricted  portion  of  the  bowel  excised,  as  in  an 
ordinary  excision  of  the  rectum. 

In  some  cases  it  is  impossible  to  find  the  blind  end  of  the 
bowel  from  below.  The  sigmoid  should  then  be  opened  into 
through  the  abdomen,  to  give  relief  for  the  time  being,  and  after 
the  child  has  got  a  httle  stronger,  a  probe  may  be  passed  dowi; 
to  enable  you  to  find  the  rectum  from  below. 

Hypospadias.— In  a  case  of  this  kind  the  genital  organs  of 
the  male  closely  resemble  those  of  the  female,  and  if  a  careful 
examination  is  not  made  a  mistake  may  easily  arise,  and  a 
male  may  be  actually  registered  as  a  female  child.  A  case  of 
this  kind  has  recently  come  under  my  observation. 

The  child,  a  supposed  female,  when  a  fortnight  old  was 
brought  to  me  by  the  midwife  who  had  attended  at  the  birtii, 
as  it  was  tongue-tied.  The  midwife  asked  me  to  look  at  the' 
genital  organs,  as  they  were  larger  than  usual.  I  found  that 
what  the  midwife  and  the  mother  had  taken  for  somewhat  en- 
larged female  genital  organs,  were  really  a  divided  scrotum  with 
a  testicle  in  each  side.  What  they  had  taken  for  the  vagina 
was  merely  a  shallow  depression.  The  penis  resembled  a 
somewhat  broadened  and  enlarged  clitoris.  As  the  child  hud 
already  been  registered  as  a  female,  it  was  necessary  to  apply 
to  the  sheriff  for  a  warrant  to  have  the  entry  changed.  In 
such  cases  it  is  rather  awkward  when  the  discovery  of  the  true 
sex  18  not  made  until  the  age  of  puberty  is  reached.     In  this 


mSEAiiES  OF  THE  NEW-BORX  CHILD.  ,«, 

case  it  was  fortunately  made  early      The  mi,1vvif« 
competent  won.an.  and  had  attended  fhous^d^^  T  ^  71 
m  connection  with  hosnital  „n^      •     /"°"^*"<*8  ^^  cases,  both 

!» made.  ^         *"^  examination  should 

little  Urine  excraW  t  .h  «".' I  ""!  """  ™^  ^^  ™'>- 
i»  passed  may  cause  tL It  ■  "'  '"'"^  ""'  "^  «  ""l" 
the  tubules  ofthTkll.    t      °°'""'™W''  !»"•■      A.  I,ir.h 

and  .ws  oiul*;  t  ;t:r„t„f"^-''' "'  "^"  -«■ 

The  ehUd  should  he  given  L Ta     ".o    ^nC'^o-'-'^f  »■ 
of  sp.  ffith.  nitrosi      A   h^f  v,-     .    '""""'^-'ind  10  mm.  doses 

»ti.uute.n.turi:La:dtU!cr --»'--'' 

Shortness  of  the   Frsnum   Linfiu*      Thi«         , 
occasionallv  seen   hut  ,«  r,^f  ^^nguae— ihis  condition   is 

"ut.     If  .he  Tg^e        edtThT""T  "l  7"^  ""'»«»  """<" 

to  suck  properly      Thlt  T'     "  "''"''  "'"  "<"  >«  "bfe 

hack  with  Sgela  ,     7Z,    h"""  ""  ""'"'^  ""''  '«° 

Jaundice  -I  !Lh  °«  "  "'"""y  '"^iS-Mcant. 

-  a  short  time,  hut  one  occasionau/see    alse^'^.f 
jaundice  is  very  deen      it  ;  ..  ^^''**^'®  '^e 

specially  p JaturTon    ."  ^^"1^1^  T"^  f ''""• 

•he  bile  ducts  in  the  live,-  will  .»  ,      \  ''"■     '"  ">"« 

^sease  of  the  hver  J;!' Jt  tud"      "°'"''^'-     '"^'""^ 

r,«^«._Small  doses  of  grey  po.der  or  calon.el  give  the 


586 


CLINICAL  OBSTETRICS. 


best  results,  but  if  there  is  occlusion  of  the  ducts  in  the  liver 
nothing  will  do  any  good. 

Thrush.— The  tongue  and  mouth  of  the  child  sometimes 
become  coated  with  a  white  fur.  This  is  most  frequently  seen 
m  bottle-fed  children  whose  bottles  are  not  kept  thorougliiv 
c  ean.  The  cause  i.  the  growth  of  the  fungus  oidium  albicans 
It  18  apt  to  derange  the  child's  digestion  and  bring  on  diarrhoea' 
In  common  parlance,  the  thrush  is  said  to  pass  through  the 
child. 

Treatment.— Apply  glycerinum  boracis  to  the  mouth  and 
tongue,  and  see  that  the  bottles  and  teats  are  kept  absolutely 
clean.  A  few  doses  of  grey  powder  and  bicarbonate  of  soda 
are  very  useful.  Borax  and  honey  is  the  common  remedv, 
but  the  honey  forms  rather  a  goo<l  medium  for  the  growth  Lf 
the  fungus. 

Discharge  of  Blood  from  the  Vagina.-This  is  not  ve.  v 
<:>inmon,  but  is  seen  every  now  and  again.  Bv  some  it  is  said 
CO  be  purely  a  vaginal  discharge,  but  it  possibly  mav  come  from 
the  uterus.  In  one  case  I  examined,  it  certainly'  came  from 
withm  the  hymen.  It  is  of  no  consequence,  and  will  cease  in 
a  day  or  two. 

I  have  occasionally  seen  a  discharge  of  l)lood  from  the  bou  el 
If  It  IS  associated  with  the  condition  of  hemophilia,  the  child 
will  probably  die.  I  have  seen  one  case  of  this  disease  where 
there  was  haemorrhage  from  all  the  mucous  membranes,  ami 
mto  the  joints  and  different  parts  of  the  body.  It  soon  proved 
fatal. 

Engorgement  of  the  Breasts.-This  is  very  comm<>,>. 
equally  so  in  both  sexes.  A  milky  fluid  can  be  expressed  from 
the  nipples.  The  breasts  are  hard  and  painful.  If  they  are 
left  alone  the  condition  will  soon  subside,  b,  ,  unfortunately, 
mothers  and  nurses  will  persist  in  squeezing  the  milk  out,  and 
then  suppuration  frequently  occurs. 

Trrutment.—A  pledget  of   wool  should  be  placed  over  tiu. 


DISEASES  OF  THE  Nf.:iV.nORX  CHILD.  ,,^ 

hreast,   under  the  child's  liinrJ*...    *.. 

OB.US  is  viable,  .his  „„i„„  L  Jisap,«  ;„':,:  ",, I'"  T 
lids,  as  a  rule,  remain  closed  !.,„  ,h  ,  *'      '°"''  *" 

especially  i„  ,ace  case^    d        I'lZ^T  r'^'T'"™''''' 
n  they  are  oDened  rlnri»    .u  '*^"^eied  by  instruments. 

™.n»^he:;rauer  „  :rre::;ti'':'  ""■™""  "-^ 

conjunctival  sa-      Tn  tV,         •  entrance  into  the 

af  .yse,.::;e.,ar:jSs:r:a'rr  *r  i'^- 

cases,  which   ri-p  nf  „        1 1  "^'"^in^-  ana  in  the  other 

'       "^"   ^^^  of  a   milder   type     other    hir-illi    i  i 

demonstrated.  '"'    '"^^'«   ''«en 

T--'.-  o/-  0„,ct.^The  symptoms   usually  he^in  to  manifest 
themselves  on  the  second  or  third  dav   butV, 
=^%  seen  where  the  disease  is  act  vt  ai        ,'    TC  "^"^'""" 
ease  where  nna  ».o  •  ^  "'^^'^  "^^^n  one 

l-rn     TtS       T-  ^rT  "  ''''  '>''  ^^''>-  ^he  child  was 
"O'n.     jf  the  onset  is  delayed  beyond  th^  tihu    i         u     • 

«""  has  „„.  taken  place  during  llur    , ..  h     '  "■  '    ■"" 

to   the   eves    thrn„„h    ,>.        '' '■'"°'"^-  '""  ha,  l)een  oonveveil 

sponges  etc      Ih  '       '"   T    ""  °'  «°"'»""""W    'owels, 

.!».  iufan,    eve!  ,         T'   , '""'"  "'^  """^  °'  "■!».  wher^ 

'"  .he  hole  ^d  :"  "  '"'■°"°  ""  "'"''  "'  ""■"  "'>''''™ 
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Course  oj  the  Disease.-A  day  or  two  after  birth  the  eyelids 
become  red  and  swollen,  and  at  first  there  is  a  copious  secretion 
of  a  serous  nature,  quickly  turning  to  pus.  The  amount  of  pus 
formed  ,s  very  great,  and  will  stream  out  if  the  lids  are  not 
glued  together.  If  the  lids  are  glued  together  the  pus  will  l,e 
retemed  and  on  forcing  the  lids  apart  it  will  gush  out.  Tl,e 
palpebral  conjunctiva  becomes  so  swollen  and  injected  that  it 
protrudes  as  a  bright  red  mass,  when  the  lids  are  everted,  and 
you  wdl  have  difficulty  in  seeing  the  cornea.  The  conjunctiva 
bleeds  easily.  [„  most  cases  the  cornea  remains  intact,  but  if 
the  case  ,s  neglected,  ulceration  will  be  sure  to  commence,  and 

destroyed""'  ""  ''  "'  '''"'  ''"  ''"  "'"  ''  ''''  '^"'^'''^ 
Progno.sis.-U  a  case  is  seen  in  time,  and  prompt  treatn.ont 
adopted  a  cm-e  will  be  quickly  effected,  but  in  neglected  cases 
the  sight  of  one  or  both  eyes  will  probably  be  lost.     Probably 
about  one-third  of  the  blindness  in  this  country  is  caused  b! 
this  disease.     Blindness  at  birth  is  an  exceedingly  rare  con- 
dition,  and  in  the  vast  majority  of  cases   the  blindness  was 
reaUy  caused  dming  the  first  or  second  week  of  life    ■  Besides 
total  bhndness  o."  one  or  both  eyes,  vision  may  be  more  or  less 
impaired  by  the  presence  of  corneal  opacities,  but  these,  fortu- 
nately.  clear  up  to  a  large  extent. 

TrcatmenL-Ihere  are  few  diseases  in  which  prophylactic 
treatment  has  given  better  results.  Prior  to  the  introduction  of 
what  IS  known  as  (^rede's  method,  the  disease  was  a  scourge 
among  new-born  infants  in  maternity  institutions,  but  like 
puerperal  fever,  it  is  now  seldom  seen. 

In  all  cases  of  labour  with  a  vaginal  discharge,  an  aatepartu.a 
douche  of  lysol  should  be  given,  but  this  is  not  sufficient,  and 
besides,  gonorrhoeal  infection  may  be  present  in  the  vagina 
without  any  discharge,  therefore  the  child's  eyes  in  every  case 
should  be  cleansed,  as  soon  as  the  head  is  born.  If  the  lids  are 
thoroughly  wiped  with  swabs  of  wool  or  rag.  xn-ung  out  of  boiled 
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when  the  child  i,  washe,!  «  f»„  j  "^  '"  '""■"■  »"<" 

pe^hwde  or  12  ■:  r :: ;: ,::';'"  "^ ""-"« -^ 

»1.  of  silve,.  and  .neir  :  1    delr  „:':"""•  T  '"""' 
"ver  the  eornea.  '  "^  "  ''*'"*  "''"'>  "J'"" 

The  follo>ving  method  ha»  l«en  adopted  bv  u,  in  th»  M  .      ■ 
Hospital:     Assnon  (.«  »i.^i     j-    .   *^  "" 'v  "» '"  the  Matei-nity 
Wiped  with  d,v  rrili  el  „   f  "  •""•■  "-.-""^ -e  cnefolly 
c*ild  open,  t  e 'T    A-  ""  f  '°  "'"""^  """"  """"-  "■« 

-pamtrd.  and  7d  o„  „,  aT  "'        "''"''  ''  ""^  "">  ""»  '« 
i^tiUed  into  ea  h  eve      LtZTT  TT",  °'  """''■'^°'  '» 

-veil      If  nil  '''"'°'"'-  '""  »»»''»  "f  "ool  ,1„  ouite 

per  cent,  of  n,-otai„nl      «.    1      T  "'■°°'<'"'  <"«'  "'  20 

">-.     The  httTv  i,  ^  ,       K     "^  '"""'™  «"'  ™»  '■"'<=  'he 

'«  washed  out  „,,h  a  H..1  triter  eZ  V  "7"  ""° 
»)«  i»  affected  pu.  .he  solution  in  o  both  In  77  "  ''  °°' 
;7  '-  done  .wice.  day,  b„,  one  a^is  u  uXruT ."f 
^^«  eyes  shon.d  be  ,ho™«h,y  washed  e  e.y rt  .TZ 
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n  V   LT    J"  'T^  *'^  "'^  -IherinK.  a  little  vaneli, 
.nay   be  put  between  them.      The  use  of  the  silver  solution 

t^^lTTr'  ""''  ^'^  P"^  ^"^'•«'-'  «-P«-   ^-*  ^he  e  e 
UHt  be  kept  clean  wuh  a  mild  .ntinepti..  like  boracic  lotion 

.HU.I  every  vest.ge  of  inflammation  has  subsided.     If  ther     s' 

corneu,  ulceration  a  little  fine  calon.el  may  be  dusted  in   I. 

not  along  with  a  silver  solution. 
.         Among  the  ix,or  the  utmost  carelessness  is  often  manifested 

A    so<,„  as  the  mflanunation  begins  to  subside  they  often  ston 
all  apphcat.ons.  and  a  relapse  usually  ..esult3.     I  have  kn 
a  case,  wh.ch  was  nearly  well,  allowed  to  relapse,  and  one 

nothe,^  was  warned  what  would  happen  if  she  neglecll  to 
wash  the  eyes  w.th  the  lotion  supplied  to  her.     One  cannot  t 
Plamly  po.„t  out  to  such  people  the  terrible  responsibility  why 
rests  upon  them  if  they  neglect  sucli  cases 

As  the  disease  is  exceedingly  contagious,  the  utmost  care 
must  be  taken  to  guard  against  others  being  infected 

Erythema  and  Intcrtrigo.-Many  infants  are  very  subject 
to  .rntatton  about  the  buttocks  which  may  extend  dow 

and  at  places  excor.afons  form.  Every  time  the  child  nnc 
turates  or  defecates,  great  smarting  is  caused.  The  condition 
usually  arises  from  the  want  of  proper  care  in  changing  the 
child  snapkms  when  they  are  soiled,  but  it  sometime:  occurs 
even  when  the  greatest  care  is  exercised.     It  is  very  prone  to 

liZt"t?'"f  '^'"'""'  ^"'^  '^^"'^-^^^  ^^Mr2L  .nu. 
liable  to  It  than  breast-fed  ones.  The  child  will  suffer  greatly 
especially  when  its  napkins  are  n  et  ' 

'/V.«/„,../._The  greatest  care  must  be  taken  to  keep  the 
child  as  dry  as  possible.  Its  bowels  must  be  regulated.  Fine 
dusting  powders,  like  Huxley-s.  must  be  freely  used.  For 
bathmg  the  parts,  a  thin  gruel  makes  a  good  application.  If 
theie  IS  a  syphilitic  taint,  mercury  should  be  given  iuternallv. 
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find  a  small  a/nount  of  cftlom«l  ^aa  a  .      . 
Fuller',  e.,..h  i.  I.rlh  u3  .        f    °  ""  ''"'"'■''  '»»''"■ 

(omi  about  tho  ,na,  «„,)  ,      .  ,  "■''  "'"  "«'''»  «» 

w«.k»„r«„,,n!,;;"""'"  '""""'"'  "■™-'^-  »i«W„  three 

Pemphigus  NeonalJ  1      r  "  ''""""«  !»»*'• 

the  pal^s  „(  the  h  ,1    bw  i^  ^  '°''"  °'  ""•  '•«"  """ 

"-.     I.a„pea,-,  ,'    h  '(„  „  "f^'h       t r"'"'  *«''■  "™' 

The.  hiebs  soon  .«.  «^;L;?:r .^t^ t"  T""'' 
l-e  mthin  a  dav  .„■  t„„  „,  b,v,h    h     '"'"''""■    The  onset  may 

«»  were  pre,;„t  at  tllerf  birth  "  Tl  °^  '  """•  "" 
«  'ew  hour,.  r„  the  non-  Zili  ic  fc  ;,  /  °™  ""'^  '''«■ 
'»  »ee„  o„  diffe«„t  parts  oT*  h^  .nd  tl  ™""  *■"  ""'^ 
after  they  have  burst  t„  i  ,■'•""'' ">e.v  »oon  dry  up 
to  prove  fatal  "'"  """'  "•"  "'""<""  '»  very  likely 

^i.ri:rotf''v'r::;ot  -"■^  :»">•  ^---^  -0.. 

«».„eetio„  with  one  o     '  T'  •""■'  ™™">-  """"""d  m 

'.-n  .a,  p..i:^ :  r.  e"  t:":! ^zTT  ^"^  -"■ 

Treatment-ln  the  svnh.li.     /       •^"'^"'lant  9  apron, 
'■eel,,  and  in  JntSttt,  t™',:™"'-^'  """"  '«  -- 

mother  was  .uhereuh.      "o,"!   ^;:^;7'»  ^1  '""'■*••     '''" 
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.bou.  .hemoull.  prevented  i,  uking  i„  ,„od,  .„d  ,h»  urine 
t«oe,  c.„»d  ^,  i„i«i„„  ,„  ,h,  ,      .„4  ^„  J  "^ 

I  put  it  „„  13  ,„i„.  ,„,„,,  ,.,  li     h    , 
the  parts  ,l„,ted  »ith  oxide  of  zinc  and  clomel 

butt^kr*"  '"'""'"''  """"'  "'""  ""  ">«  """M"  <"  «•• 

C»«  ;/._Tl«  „oond  ohild  of  thi.  «u.e  patient  ,vhe„  !„„ 
•ppeared  qu.te  healthy,  but  »ba„t  the  third  day  „n.U  be 
•bout  the  ,i.e  of  eplit  peae  he,.„  ,„  appear  on  th    butt  * 
and  Uk.     One  appeared  on  the  side  of  the  head,  and  on 

buttooks  became  copper-oAured.  and  there  ™  a  slight  atia^k 
of  snuffles.     The  child  took  its  foo..  (diluted  coWs  milk) 
and  d,d  no.  seem  to  suffer  much  in  general  health.     The  T 
.r«.tmen,  was  adopted  as  in  the  Hrst  case,  and  the  cond 
q^ckly  subsKW.     In  a^ut  a  fortnight  it  „as  appare,:tt  :^ 

The  mother  did  not  show  any  indications  of  sy.  li,  e«eM 
the  few  blebs  of  pemphigus  during  the  first  p.f  . '  ;„  ,1 
she  was  ,n  a  weakly  state  of  health.     During  th    ^oai'„S 

Hemorrhage  from  the  Cord._This  may  occur   shnrtlv 
shr  nkage  of  the  cord  or  a,  any  time  during  the  first  fortni,!,;, 

LXir "" " "  •""  ^  '■"-'-•  '^p""'""  -ii- 

examm^  to  ,.=  that  it  has  been  securely  ligatured,  and  if  it  i, 
very  th.ck,  as  is  especially  the  case  with  premature  childre,, 


or  if  the  li>^iiturt'  jh  hIapIt    =  .  .. 

."««.h,.  h,iv.  ',::;''„::™'"'  '"""■'"•"  "h-.!' ppii«i 

one  „„ul,l  i,„„^i„"  „;;*"''•  "'  """«■■  '-  "PI.ne.1  .,  ,„„., 

*-.  .here  i,  „,ee<,i„„,  .,f„  1"!°  ,   I ,'  """"  "'7  "-^ 
lime  elapM,  before  th,-  .lootor  ,.  7  ''"'■''      "  »°""! 

«"  that  h,  will  fi„d  TbrLT"  ~      ""'  "'■''''■  ""■  '"•""™" 

»«riou8  condition  ^  ,re„,      .r^'P"'"""-  "  '»  »  much  more 
.-I.  pe>.hlori,le  0,  i  r  e,„    7""  ,"''"''~'  »""''  "»  "'"nio 

-..u«™e.  ,hou,d  h„i:;:,'i  T:,^-f"„  ^"■'  -.m- 

"onietiines  Kive  K„od  results    h„.  ,i      °, '•'*"'•     ''ie«»ure  ,„av 
"vo  nee,lles,  and  then  „u  Tl        "      "'""  "'"  ""■'''««"«  "i". 

-  i-  one  „,  bXs: ":,  :::,::r"  "-"■ " "-» 

h^orrhage  i„.„  „.her  part,  as  wjll      t  '""]''  """'  ''""' 
IMfl'  should  be  sterilised  as  „-,.JI  ■, ,       "''"'"  ""'«»  "'« 

«  we,  antiseptic  drs,sta«  '"""'"''•  ""-l  •'™»«''  "ith 

4:r:„n':ruu:rr^".ri"'  r-  "■'»  -«-« « 

H..  KUda.  however,  i.  Z  ZZfZX  '"  '"^  '""'«'  °' 
years  nearly  everv  ohil,!   i  .  '°"^'  ""'*'.  and  for 

-iUus,  the  catL  of  the  d,L™  in  sf  kT"'-'  "'  '""  '^'"'"^ 

-ather.     There  is  no  resid.nc  Xa  trn    "    h"  "  '"^'"  '"  ^"— " 
"-  ''H-illus  probably  lurk,.  '  '"'"'*  '"'^""  '""''  """'-,  i„  whi-l, 
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In  1896,  mvfnerid.  the  late  Dr.  Geo.  A.  Turner,  of  Glasgow, 
who  was  for   >      y  yoftr^  a  medicftl  miiwionary  in  Samoa,  gav.. 
full  instructions  t)  the  missionary  on  the  island  as  to  the  proivr 
way  to  deal  wuh  ti.e  stump  of  the  coixi,  and  since  then  th-n 
have  »)een  n  -     ,,    ^aaea.     Dr.  Turner's  instruotionr     t   >  that 
all  the  old  b..   y  -to  hes  on  the  island  were  to  be  burnt,  aixl 
entirely  ne>     m    ts    ;ot.     When  the  child  was  bori    the  cv.H 
was  to  be  c»  > ,..  uli-  u  ished  with  perchloride  of  met   ury  soiuti.-n. 
then  dusted   ■  p!1  ui  i   iodoform  powder,  and  a  dressiuK  oi    d 
alembroth  i  u./  •  u, ;,!,.  .1      a;  ,"  e  event  of  fits  co!ain«  on,  tl,.. 
missionary  ,  ;  s  ,n^tv     t  ,.  .<>  give  the  child  1  gr.  of  chloral  thivt- 
times  daily.      n  ,xt  Juoe  children  were  born,  and  all  mv- 

vived.  Sine  then  t'  same  gratifying  results  have  hwu 
obtaified.  N-t  only  huvp  the  instructions  regarding  the  dr.'  - 
ings  been  earned  out.  but,  us  the  people  have  greater  faitn  m 
medicine  taken  internally  than  in  anything  applied  externally, 
they  have  abo  given  doses  of  chloral,  and  they  will  not  give  it 
up.  They  say  they  never  had  such  good  children  before,  as 
they  never  cry,  and  sleep  most  of  the  time  for  the  first  ten  days 
of  their  lives. 

Tetanus  atfects  an  infant  in  the  same  way  as  it  does  an  adult, 
and  will  in  a  very  short  time  i)rove  fatal. 

2Vea<wtc«<.— Preventative  treatment  is  the  only  thing  that  is 
of  avail.  It  is  most  effectual,  but  it  must  be  applied  from  the 
birth  of  the  child.  It  consists  in  dressing  the  cord  antiseptically. 
When  the  disease  has  actually  commenced,  chloral  is  alwut  the 
only  drug,  except  the  antitetanic  serum,  that  is  of  any  ser\ice. 
The  serum  should  i>e  given  a  trial,  in  a  dose  suitable  to  tlie  age 
of  the  infant. 

Septic  Infection.— It  is  surprising  that  this  is  not  more 
frequent  than  it  is.  It  is  liable  to  take  the  form  of  pyirmia. 
There  may  not  be  very  much  local  manifestation,  but  pus  may 
form  in  different  parts  of  the  body  as  in  the  joints.  It  mav  be 
mistaken  for  acute  articulai-  rheumatism. 


""""""'  ""  '"«  «„.  „„,.v  ,.„„„ 

-."i-»  for  »„  i„„,,  „,  ^  ZJT       ","?  '-"— >™..  .^x- 

•fJMpeUtouii  nature.  '  ""■ '"'"liii"!!  i«  ,,f  „„ 

When  it  «„„„,  I,  ZJTZ"\  "■■'"  "'"  '■"■«•■"  i'- 

"...oved,  .,,,1  ,h„  """  ""■  «;l».«t,..l.  „  ,h„uld  h„ 

".«« i»diff„». ,upp„™ti„„ ;;;: ,  '"'7ii"'-'.-..n«.  whe™ 

!««)  »«,»  the  child  ,l,„,d,l  1  ,      ""'  ""■  "■'•"'■>•  i"«i»«l.      r„ 

'opened  ,„  .  „„  .,  ,V,  JZot^r  ""^"^  '""" 

Non-closure  of  the  F 
"•"nictttio,,  between  the  riuht^'^T,  Ovale.— At  l.irth  th.,  com- 

'-'-d  .>,  the  e:^z^  ::;^'i:^^  ^^ '-  "^"^^'^'-^" 

""*'-  u.  and  then  we  have  ul    .'  "^''^"^'""""r  this  d.>.s 

^f-*«Av.  The  hlocx,  passes  to  'l"  "'""'"'^'  '""^^"  -  - 
*'-  left  side  of  th.  heart,  ius^  o  T  "T"'  '""'  "'^'  "^"^^  "' 
very  little  oxygenation  o   thMW  L  """''  ''^'^  '""«'*•    '^  ^h. 

."-'  tissues  are  il,  supp  L  '  vU         "^"""     ^''"  '-'"^  '^  ^'- 
.s  not  «nf«.:„..  ..      P^  ^^'t''  ^  \v«<'n.      If  the  ,.   ,  ,e„at,.,a 


i)rt  time, 


,^-n.oiire,.„d,heo;i,vrr^^^^^^^ 

Mo  »  rarely  reached.  "   "  '"  ■'■    '""'-■h  adult 

'■«^-'.  a  child  should  d:  „T:  "' "^    '"-  •'  '"".v-.al.- 
!.«.  and  th,  hand,  .„d  f  J   '  ,       T'  "'  "  ''"'    ''"-''.v  ''luish 
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purificition  of  the  blood  can  only  l,o  duo  to  patency  of  thf- 
foramen  ovale  or  occlusion  of  the  pidnionai  y  artery. 

Pro,jn(ms.—U  the  foramen  does  not  close  within  a  few  hours, 
the  condition  is  a  hoi^jless  one,  and  the  prolongation  of  th(' 
child's  life  is  not  desirable,  as.  if  it  lives,  it  will  be  doomed  m 
a  life  of  sufferinj^. 

Treatment.— U  nature  fails  to  cure  the  condition,  there  is 
nothing  you  can  do  to  assist,  except  to  keep  the  child  lyin^' 
perfectly  quiet. 

Spina-bifida.— This  condition  has  already  been  mentioned 
in  connection  with  obstructed  labour.  There  is  usually  more 
or  less  of  a  sac,  protruding  through  the  gap  in  the  spine,  a  spina! 
menmgocele.  The  sac  consists  of  skin  and  the  spinal  mei.i- 
branes,  and  its  contents,  of  spinal  fluid.  It  mav  burst  duriii.. 
delivery,  or  it  may  be  so  bruised  that  the  skin  'will  very  soon 
slough.  In  many  cases  the  child  will  be  still-born,  or  will  die 
shortly  after  delivery,  but,  if  it  is  likely  to  survive,  treatment 
should  be  adopted. 

Treatment. —FormGvly  injection  of  the  sac  with  Morton  s 
fluid  was  the  usual  method,  but,  of  late  years,  the  much  more 
scientific  method  of  excision  has  given  better  results.  If  there  is 
any  liability  to  slough,  the  operation  should  be  done  at  once,  hut, 
if  possible,  it  should  be  postponed  until  the  child  is  a  few  months 
old.  When  you  excise  the  sac,  close  the  gap  in  the  spine,  to 
prevent  all  the  cerebro-spmal  Huid  draining  out,  and  tlien 
carefully  stitch  the  remains  of  the  sac  over  the  opening.  Tiie 
operation  must  be  done  with  strict  aseptic  precautions. 

Sudden  Death  of  the  Child.-Weakly  children  often  die 
from  atelectasis  within  a  few  hours  or  days  of  birth,  but  one 
occasionally  meets  with  a  case  in  which  an  apparently  perfectly 
stronc  child  dies  suddenly  within  a  few  hours  or  days  of  i.iith. 
In  my  hospital  cases  I  have  insisted  on  having  a  post-mortem 
examination  in  all  such  cases,  and  in  some  we  have  found  h;.>ra. 
orrhages  into  the  brain,   but  in   n.auy  there  has  been  nothing' 
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l«en  al,le  to  come  to  anv  d„fi.  ,  ,  '"'  ■  ""  have  not 

very  large.  '  *"  """'■»  ""=  "-.vmus  has  been 

I  ^:^zz:zt"- '""""  "■■"  '--"""">•  -"■ 

We  have  h.d  sever    !l     ,„  "  "'  rr""""  ""''  -'".npsia. 

Wa„..on.e  or  .wile  ^ri.  ^   .  '^Trh""™?"  '"  '"» 

timated,  .he  child',  urine  will  !„.  ,"     f.         '  '"*™  »''<»"Jy  i"" 

*«  -citin,  ca,„e,  what        '  ",       t  aT""""  """ "  '""" 

i"  exactly  the  s,.n,e  wav  a,    .  «,      '    2""  ""  ""'  ''"'"«5'» 
occasionally  occur,  howe  er  a  L  , m:,'.',  m    "'°"'^''"-     ^''^^ 

deliveries  by  the  breech,  preiu^  t»  „  I-  3',  '-^'""^ '" 

IS  m  the  case  on  pa^'e  27.5.  ha3.norrhages, 


CHAPTER    XLIV. 
INFANT  FEEDING. 
Axioms- Weaning_A  Wet  Nurse-Essential  Elements  of  V^    »       • 

Human  Milk-Bottlel  *"'""'^*'°"  "  ^'•«'^™  Mixture-Artificial 

At  no  perio..  is  more  careful  feeding  required  than  during  the 
first  year  of  hfe.  Statistics  show  conclusively  that  twoli 
of  the  deaths  of  infants  under  one  year  of  age  are  dul  o  dl ! 
rh^^  diseases,  caused  by  in.proper  feeding,  and  also  that  the 
mo^ty  among  those  brought  up  on  the  breast  is  compaxa- 
t-ely  very  small.     The  importance  of  proper  feeding  ca'nn  t 

the  children  of  the  poor  die  from  inferiority  in  methods  of 
feedmg  sometimes,  from  inferiority  in  quality  frequently   and 
from   both  combined  frequently.     The  children  of  the  rich 
classes  are   more  frequently   brought  up  alive,  certainly,  but 
cnppled  m  health  from  imperfection  in  the  method  of  feedln-  " 

In  his  book  on  The  Feedin,  of  Infants,  Dr.  Cautlev  sa^ 

a  ZT  TT.  '''  ""  "'*""  '"*^^'  ^'^d  -«  b-««d  on  such 

a  la  ge  amount  of  facts  and  clinical  evidence,  that  thev  ,nav 

fashtT:-"'       '  ''  '"°"^'  '^"^  ""''  "^  «^P— i  •"  ^h'^ 

and  di?  n  '  ^:';.  ":""'''''  ""^'"'  '^^'""^^^^^  *-  *he  illness 
and  death  of  her  child  by  refusing  to  nurse  it ' 
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would  neither  Tg^  ^1  tif """  "°'^'  "*'*  ""«»« 
when  the  mother  f^':^';  "^^^  '^'J"'  '^  -«■«,  .*,  .s 
slilatioo.1  disease  esllrv  ,',  ^        f  °''""''  '''°""  '"»■*  «'»- 

acts  .s  .  natural  pu^Ze  1^!  'T"'  °'  "'"°"™"''  "h'"* 
third  day  active  seS',,  .  "  '"'"'•  B^  ">»  »«>oud  or 
.here  should  Z  TemTL  'h       '"'""'■"'°''  '"  *"  "'-"»•  »»■» 

■a..yiMeedin^,rttt  itXlttr™^-  "*■ 
moat  children,  everv  twn  J,«,         °° ''^^'^  tt^e  beginning.     With 

»f  hve  or  s.  hou^at :°  h  T  '1° 'of  ''°^'  -'""  "■ '"''"'" 
wealdy  child,  it  may  regu^ei  Ir  .  '°°°«''-     "  "  '»  » 

short  time  it  will  come  r  "^      "'' '""'  "  '""•    '»  «  very 

«  i.  fiuds  that    yZnl  i^r  1  ""P"  '^^'"^  «-^.  "- 
W  habit.     This  cX  i        ;    T  "^-  "  "'"  "»■"  'o™  • 

relieved  for  a  Utile  bv  the  warm  mnt  ^^  ..'""'  °'  ""*  « 
ouly  to  become  „o«e  alterri  L  f  In  "  '"^  "'°*^^' 
i».ervals  between  the  feedinrmus.t  le"  t  "f  *^''  '"^ 
not  be  allowed  to  take  its  af„u,  ''■»*™«'l-     "  should 

-udtoZidTrtcrbelr:,::;;:,:-  x  '^^  ^' 

therefore,  study  herself  as  tea^r^Jl      T'^  ^^"^  "'"«*• 

simple  and  nourishing     111  IM  ^'*'  ^^'^^^^  '""^^  ^ 

-ilk  will  be  so  alter2"tl.at  it         r'  ""'*  '"^^°''^^^-  ^  *^« 
tered  tl.at  it  may  have  a  very  deleterious  etfeot 
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on  the  child.     No  claims  of  society  inuHt  ever  be  allowed  t.. 
weigh  a-ainst  the  claims  of  the  babe.     The  ideal  .aothers  a,. 
those  who  lead  quiet,  uneventful  lives,  free  from  all  excitement. 
I  am  afraid  they  are  not  as  ommon  in  the  present  day  as  the\ 
wer-  a  generation  or  two  ago. 

Nursing  should  be  continued  for  the  firnt  nine  or  ten  months 
In  many  cases  the  mother's  milk  will  not  l)e  sufKcient  for  th,^ 
child's  wants  during  the  last  month  or  two,  so  some  artificial 
food  will  l)e  required.  Among  the  working  classes,  in  ma„v 
cases,  the  children  are  nursed  far  too  long.  1  have  seen  them 
as  old  as  two  years,  still  on  the  breast.  It  is  not  good  for  ti.,' 
child,  and  it  is  certainly  very  bad  for  th-,  mother.  If  the  chil.l 
IS  very  delicate,  it  may  be  necessary  to  continue  it  at  the  breast 
for  a  month  or  two  longer,  but  it  should  never  i)e  continue.! 
beyond  the  twelve  months. 

Weaning._As  regards  weanmy,  a  time  should  be  selected 
when  the  child  is  in  good  health,  and  it  should  not  be  done  in 
hot  weather.      In  very  hot  weather,  the  stomach  and  bowels 
are   apt    to    be   deranged    by    the    artificial    food,    and   fatal 
mflammatiou  of  the  bowels  may  be  set  up.     Weaning  may  be 
accomplished  slowly,  by  lessening  the  number  of  drinks  .I^.v 
by  day,  and  increasing  the  artificial  food,  or  it  may  be  d<  ne 
suddenly.     The  gradual  method  is  the  better.     A  very  good 
mixture  to  put  it  on  is  one  of  milk,  cream,  sugar  and  ba'rley 
water— 2  oz.  milk,  1  oz.  cream,  1  lump  of  sugar,  and  3  „z 
barley  water.     If  this  does  not  satisfy  it,  you  can  give  it  an 
ounce  or  two  more,  but  we  shall  have  something  to  say  later 
on  about  the  proper  food  for  an  infant  of  nearly  a  year  old. 

Breast-fed  infants  do  not  always  thrive.  There  niav  he 
several  causes  for  this  on  the  part  of  the  mother— from  ill 
health,  the  breasts  and  nipples  may  be  affected,  the  milk 
supply  may  be  scanty,  or  in  some  cases  the  milk  may  actually 
disagree  with  the  infant.  The  mode  of  life  of  the  mother,  and 
her  mental  disposition,  may  so  affect  the  milk  as  to  render  it 
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unfit  to,-  ,1,.  child.     M,„i  „,  ,h,^  ,,.,^,, 

prov,.W  ,„e  ,.«h«  „.ll  aav„.e  l,e,.,el,  u.  her' child  el^^' 

n  a  mother  i,  unable  to  „„u,i,|,  her  child  entirely,  ,hould  she 
continue  to  do  ,„  i„  ^r,  ■•     Mo„  decidedly  she  should      I.  i 
.  «re»t  ,n,,..ke  to  i,„,.„,„.  .hat  the  two  form,  of  fo«l  will  di 

in  the  vast  majority  of  cases 

poif^l!  !J"";r''°"'  '"  °"'°''  *»  »"'''»''"  -'-y  -Portant 

s^     e  ■•  r      ■  "■'""""''  '"  "'"^'  ""»'  "  *e  Lest  sub- 

st,t„  e  .     A  wet  nur»=  ,,  un.loubtedly  the  best,  but  it  is  one 
»hicl,  only  the  wealthy  can  afford. 

A  wet  nurse  should  be  «,leoted  with  great  care.     She  should 
l»  a  perfectly  healthy  won.an,  with  well-formed  breast,  and 

3S;.  t  "  "      """  "'""^  °'  ■"""•     """  ""■"  «"«"  »^°»M 
nea    the  same  age  as  the  one  she  is  to  suckle.     Svphili, 

and  t„ bercul^,,,  in  any  form  are  the  two  disease,  you  mu^t  be 

^l-,ally  on  the  look-out  for.     Syphilis  i,  difficult  to  .iZ    to 

ne  cases  but  although  the  mother  may  show  nothing,!" 

U  probably  be  some  manifestation,  of  it,  pre,enee    „  her 

»  (an,      txamine  the  infant  very  carefully  for  ,nufflas,  crack 

out  he  mouth  or  anus,  and  a  coppery  rash,  especia  ly  7^r 

■he  buttocks.     It  any  of  these  indication,  ara  found   or  »  the 

cud  ,s  only  puny  and  sickly,  the  mother  shoulu  not  b;  engaged 

"  mXhlld     n  T-  '""'^  "  "  ""^'^  "-^'^  "■"'  ""»*- 

woman  s  child  will  thrive  on  her  milk 

jn^e  employment  of  wet  nurses  is  tecoming  rarer  and  rarer 
A.    hey  are  a  luxury  that  only  the  wealthy  can  afford   most 

In  the  adult,  th,.  Ixdy  require,  a  constant  supply  of  material 

«  vanous  purposes  the  chief  of  the.  being  for  .fpa^r  ofZ: 

\Wiicn  are  constantly  clmumny      We   must    1,.,- 

J  r)'"o-      »ve   must   nave  a   constant 
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•upply  to  keep  up  secretions,  as  in  digestion,  and  also  fuel  t.) 
be  burnt  up  in  the  body,  to  supply  heat  and  energy  for  every 
movement  and  action  in  life.  In  children,  in  addition,  there  is 
another  great  need,  namely,  for  the  structure  and  development 
of  new  parts,  as  the  child  is  actively  growing.  The  tissues 
have  to  be  kept  in  repair,  just  as  in  a  full-grown  person,  but,  in 
addition,  a  child  requires  new  building  material,  so  to  spe'ak 
It  thus  requires  a  more  abundant  supply  of  certain  kinds  of 
material  than  an  adult. 
The  Essential  Elements  of  Food  are  of  Five  Classes  :- 

1.  The  Nitrogenous.  The  chief  of  these  are  the  albuminates 
or  proteids,  found  most  largely  in  animal  foods.  The  Lest 
examples  are  albumin  of  egg,  the  casein  or  curd  of  milk,  the 
syntonin  of  muscle,  and  the  gluten  of  wheat. 

2.  The  Hydrocarbons  or  Fats. 

3.  The  Carbohydrates,  of  which  starch  and  sugar  are  the 
chief  forms. 

4.  The  Mineral  Elements— salts  of  lime,  potash,  soda,  and 
iron. 

5.  The  most  general  and  largely  used  of  all— Water. 

To  ensure  perfect  health,  an  adult  musi  be  fed  on  matciials 
drawn  from  each  of  these  five  groups.     He  may  get  on  fur  a 
time  without  one  or  other,  but,  if  deprived  of  any  of  them  foi- 
any  length  of  time,  his  health  will  suffer.     For  perfect  health, 
they   must  be  combined.     The  same  holds  good  for  a  child. 
With  a  child,   as   with  an   adult,   the  Muminate  or  pr.tcid 
elements  rank  first.     Nitrogen  is  essential  for  every  vital  pro- 
cess in  the  body.     Protoplasm,  which  is  the  centre  of  life  and 
energy  in  every  individual  cell,  is  formed  of  nitrogenous  matters 
and  is  nourished  out  of  them.     Nitrogenous  elements  are  used 
m  the  building  up  of  brain,  nerve,  muscles,  and  glands.     It  is 
quite  clear,  therefore,  that  these  elements  are  of  the  in-nost 
importance,  especiaUy  for  a  gi-owing  child,  not  only  to  supplv 
the  waste  of  tissues,  but  also  to  build  up  new  structures.     If  a 
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child  be  deprived  „f  nitrogenou.  food  i,  will  <,».»  ,„  ..ow    il 

.l.e  '.ruTre'rt^  tT"'  .""'  """^  '"••"">'  i"*"  ■"»»>'  "' 
le  struclure,  o(  the  body,  and  is  stored  ap  in  many  parts  of  it 

n«rvesasa,„elinthe  h«iy,  ;„,,  as  oifdoe,  in'a'Ip   1' 
»>»l  m  a  hre,  and  it  keep,  up  .he  animal  heat.     I.  i,  ZZ 

■nano».     If  there  ,,  not  enough  of  it  in  the  food,  th..  ,„„,. 
ruetures  grow  slowly,  and  are  imperfectly  develop^V    ^he 
r^7  r      !  '"  ""  '""^  '"  °"^  ■"  '"=  "'•ief  causes  of  ricJ« 

course,  ge,  „  dunng  infancy  from  the  lactase  in  the  mother's 
m*.     There  ,,  a  considerable  amount  of  lactose  in  milk  s^  i 

urchm  m,lk,  and  this  is  an  element  which  should  no"  n^^ 

T  i  Tsdon Tr'T,.  "  "■"  "'"  "o  '»  -nverJinto  sugar, 
int  .1.  f''  T:"  '"  "^  '"""*•  '""  '■■yP'i-  in  the  ™all 
^te        his^r  *\*"!  '"'■  "■°"*"  °'  i"  "fe  »  "Wlddoes  not 

it?telth  ,r  '"""^  °'  ""'*'■     When  it  begins  to  ge, 

tT^lZ^TI^  ^r " '  '  "'■'«  '"-'^  - 

even  ,h         ,  ""  '  "  '"''  f"'  "  Is"''  «i>^  teeth,  and 

«en  then  only  a  small  amount  should  be  given      This  i  T 

«o„  why  all  the  artiflcial  foods  are  malt"ed,  as  th^y  c  „  » 

I  ^  ly  Of  s«rchy  substances  which  are  changed  by'malttag 

g  (.tosses  at  least,  as  they  are  in  the  l,al«l  of  giving 
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cornflour,  farola.  etc..  to  their  young  infants.  These  things  are 
easily  prepared,  and  look  bland  and  inviting,  but  they  only 
serve  the  purpose  .>f  irritating  the  stomach  and  intestines  as 
thoy  cannot  be  digested. 

The  mineral  elements  are  essential  at  all  times  of  life  |,ut 
especially  so  to  a  growing  child,  as  they  enter  largely  int.i  the 
formation  of  the  bones. 

The  last  element,  nuter,  is  a  most  important  one  It  i, 
necessary  for  the  solutions  and  secretions,  and  for  buildinK  up 
new  tissues,  which  consist  of  four-fifths  of  water 

Numerous  experiments  have  shown  that,  in  order  to  keep  a„ 
adult  body  in  perfect  health,  the  various  elements  should  b. 
supplied  in  the  following  proportions  :— 

Proteids  (albumin,  casein,  etc.)  .         .         5-00 


Fats 

Carbohydrates  (sugar  and  starch) 

Salts        ... 

Water 


300 
1500 

115 
75-85 


10000 

For  a  child  the  proportions  are  not  the  same.     Human  milk 

may  be  taken  as  the  proper  standard  food  for  an  infant  and 

on  analysing  it.  it  is  found  to  contain  approximately  :_' ' 

Proteids    .         .  .,..„,, 

3  oOO 


Fats 

Carbohydrates 

Salts 

Water 


3  000 

4-000 

•13H 

89-362 


100-OOt 
If  we  study  tVose  tables  we  see  that  the  adult  should  -^et  0 
parts  proteid  to  3  of  fat.  while  the  child  should  get  3i  proteid 

^Artificud  Feeding  and  Food    Disorder,  of  Infants  (Cheadle.      The 
amount  of  proteid  giveu  here  i.  much  greater  thau  iu  most  other  analyse. 
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to  3  of  (.,,  ,.,.   ih.pr„t,u  »ad  fa,  i„  „  „hiW.  rt,et  should  be 

.p».km«  ,.  tmy  ,„,.„.  ,„^u„.„,  ,,^ ^„„      ,h,^.,„„;^;_^> 

much  y»    ,„  ,„e„ty.,our  hour,  a,  ,.  ,„„.„,.„,,„  S     nl 

0    he  -bohydrn^.  ,.,..,  .hey  .re  nearly  e„„al,  i„,LJ .,,  ." 

L    ,        u  ,,  '""'°"  "■■PO"""'*  to  re,„e.„ber  that  the 

(ood  of  a  eh,ld  .-equire,  thi»  lar^e  amoun,  of  fa,.     Milk  i,  I 
noh  emul„o„  of  f«,  „u.  .hi.  i,  .„„  „„„„  ,„„„,  "^    ^ul 

ch,ld«„  are  constantly  bei„«  fe,l  „„  ,„^,  ^Liil  „    ,". 
important  element.  "'* 

So  umch  for  the  elements,  but  there  are  certain  other  quahties 
necessary  for  healthy  nutrition.     If  an  adult  is  deprived  of  f^T 
vege  ables  and  is  fed  on  salted  n.eat  for  anv  length    ft  1     h 
-11  be  attacked  with  scurvy.     This  untiscorbufic  .lem  nt  is 
cont^oed  .n  hun.an  milk,  and  a  child  on  the  breast  wilT  ^ 
ge    scur^^y  unless  the  mother  has  the  disease.     F..e,h  cow  s 
m.lk  contams  it  also,  but  condensed  nulk  loses  some  of  tL 
property,  and   so  does  boiled  milk  to  a  slight  extent       f 
absent  from  all  farinaceous  foods.  ^'  " 

The  food  must  contain  a  large  amount  of  animal  n.atter 

a  lif  fl  kV^    ""'''"'  ^^"^  "'"  ''*"-  ''  «hild  to   be 
an«mic,  flabby,  nckety,  and  scorbutic 

JlJr^r'r'  "'''  ''  '"  *  ^''"•^'^'^"  •"  ^^hich  it  can  be 

^JdedTf  *';.'^'^^"*'*^  «^  ^^^  ^  «'''J<i  -quues.  we  may  be 
tT  mother    'd         T"«'  ''  *'^  ""°"'"  «^  '"'^"^  --^«d  bv 

V   he     T  ?    ^'     '^  '"'^'^-     '^^•^  «^*^'^*">-  "^^^•e'^^es.   until 
by  the  end  of  nursmg.  they  wdl  be  secreting  three  pint        To 

be..n  w,th.  a  child  should  get  the  equivalenLf  near'-    ^nt  :f 
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ii»  mother-.  mUk.  and  this  .hould  be  incre  ued.     For  the  rir., 
™.ath  it  ,HonH  he  fed  .very  t.o  ho...  «.,„«  tw'  o.t:: 

tT«T.    ^V,'«^'"  «''^'^»  *he  child's  stomach  will  reKit,, 

act  a  d,«turbm«  occurrence  as  it  is  to  an  adult.     The  n.  k 
Bimply  .elU  up  without  any  discomfort.     This  is  u  ul 
dispensation,  otherwise  there  would  he  a  vast  deal  of  sX 
amonK  hem.  as  the  majority  of  hand-fed  infants  are  at  I 
to  take  far  too  much  at  a  tim..     The  stomach  of  a  new-b  n 
mfant  .s  a  very  small  or«an.  and  only  holds  about  threef  ur 
of  an  ounce  when  undistended. 

Kequirembnts  or  a  Proper  Food  for  an  rNFAxr. 

1.  It  must  contain  the  different  elements  in  the  prop.,-  ...o- 
portions,  as  they  are  contained  in  human  milk 

2.  It  must  contain  the  antiscorbutic  property 

3.  The  proper  quantity  for  twenty-four  hours  must  represent 
he  nutntive  value  of  from  1  to  3  pintsof  human  milk,  acc'o nlin, 

to  the  af,'e  of  the  child. 

quantity  of  animal  matter. 

anLt  IT?  u  'r  '  '°'"'  '"^*'^  *°  *^^  ^'«««^'«"  "^  the  iatant. 
and  at  a  suitable  temperature  (100°  P.). 

6.  It  must  be  fresh  and  sound. 

Cow's  milk  is  what  is  usually  substituted.  It  fulfils  uil  tl.e 
conditions  as  regards  containing  the  different  elements,  it  ,s  an 
animal  matter,  and  also  has  the  antiscorbutic  property  The 
pure  milk  contains  a  great  proportion  of  the  elements,  e^n.^ialiv 
o.  the  proteids.  There  is,  however,  this  drawback,  and  u  verv 
serious  one  it  is.  rir.,  that  it  forms  a  very  much  densn  cuni 
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than  human  milk,  w  that  the  stomach  of  the  infant  i«  ..n.Ki. 
'o  deal  with  it  in  an  .mdihued  form  ^^' 

Goafs  milk  i«  nometimes  „.ed.  but  it«  ou«l  is  den«or  than 
that  of  cow  8.  HO  ,t  is  even  less  suitable 

Ass;,  milk  forms  a  very  light  curd,  and  it  is  verv  suitable 
or  dehcate  chddren.     The  elements  in  .t  are  in  less  p  o  .o  tio.. 
han  .n  human  milk,  except  the  sugar,  which  .greater  '  W 
..ulk  .sd.tt.cult  to  obtain,  and  is  therefo,.e  little  Li      ' 

To  obviate  the  <litticult.v  .egai-ding  the  ,le..sity  of  the  curd 
cow  B  m.lk  .H  «.ven  in  a  very  dilute  form.  ....'one  part      Ik 
and  two  parts  water.     Th.s  ...luces  all  the  ele.uents  veTm  ch 
so  that  to  get  the  proper  amount  the  child  w..uld  .-e,"  '  to  a 
early  three  pmts  of  this  mixtu..  in  twentv-four  hLs   whLh 
«  ar  too  much.     As  a  .natter  of  fact.  .„anv  child.en  do 
-11  on  from  1  p.nt  to  1|  pints  of  this  for  th^  first  month    and 
then    the  water  element  can   be  decrease<l  gradually       tI 
carbohydrate  or  sugar  elen.Pnf  ;.   ..  ^»»'auall>.      The 

«n*«  ■  \  ^      element  is  always  increased  by  adding 

Bufhcent  sugar  to  make  the  mixture  sweet.  Milk  suglrt  he 
f-per  form  to  use.  but  ordinary  cane  sugar  does  verj^l  Tbe 
other  elements  can  also  be  increaspH      T.V,  *.  ;. 

u  liver  oil  18  used  if  cream  cannot  be  obtained   but   if 
>ou  can  get  milk,  of  course  cream  can  also  be  got  ' 

As  I  have  already  said,  the  massive  curd  of  cow's  milk  is  the 

come  this  satisfactorily,  but  there  are  other  expedients      Hv 

unboiled.     If  barley  water  be  added  mstead  of  ordinary  water 

ibe  addition  of  hme  water  is  very  necessary  for  another  reason 

^  Cot:  ;""'  ^^'^""^'  *°  ^^^^^^^"^  -*h  the  motrer^ 
muk.  Cow  8  mUk  very  quickly  becomes  acid  BicarbonatP  nf 
-dais  sometimes  used  for  the  same  purpose/and  rjl^rai: 
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the  curd  l.«hter.  but  it  should  not  be-  unod  to  ar,v  .xtcnt,  hs  . 
ina>  have  a  very  .t,|uriou.  ..ffoet  o„  ,h..  rhiW.  diK-stio,, 

By  peptoniHi„K  the  ...ilk  the  cuni  in  ^ot  nd  of  entirely   1..., 
th.»  .«  a  forn.  which  nhould  only  he  used  i„  «.,  e„.er«ency; 

Bto^ach    W.11  lo.  fron,  dinu^e  the   ,K>we..  of  doin«  itn    ...., 

Condensed   milk,  when  properly  .liluted.  ^iven  h  verv  line 
cunl.     Many  chddren  are  brou«ht  np  on  it.  and  Ho,„e  o.then 
ge   vep  fat  and  thrive  well,  hut  an  a  rule  it  in  not  a  ^ood  t 
of  food^    It  .K  deficient  in  fat.  and  han  far  too  nmch  Hu.ur  in 

u  IVt  jir'T:'"'7.^^'^^^^'^  ^^■*"^'"«-  Another  d:.ua.: 

s.  that  different  t.ns  of  .t  vary  very  much  in  comiK,.itio„.  and 
It  .8  too  often  nmde  from  skin.  milk.      It  i,  uLful  on  s.' 

U8r'%h  ?f '"'''^  '■*'"'•  ^^  ''P'^''*'^'  """*  ^^^'^"'d  never  1. 
used  The  fat  ,8  pract.oally  all  removed  fron,  it.  an.i  i,  ,s 
therefore  absolutely  useless  as  a  food  for  an  infant 

The  order  in  which  these  different  mixtures  ma^    i,e  ranke.I 
as  regards  the  digestibility  of  the  curd  is  :  ~ 

1.  Peptonised  milk  (only  to  be  used  in  an  emergency) 

2.  Cow  8  milk,  with  barley  water. 

3.  Cow's  milk,  with  lime  water. 

4.  Condensed  milk. 

5.  Cow's  milk,  ^ith  bicarlwnate  of  soda. 


How  TO  Pkepahe  the  Food. 

ad^T'  '  Tf.!*^"'  "  ""'  '°^"^  '"'"^■'"  ^^'»^'«h  many  d.n.ies 
^verfse  Mdk  from  one  cow  is  all  right,  if  you  are  livin.in 
the  coun  ry.  and  know  about  your  cow.  Some  cows-  give  n.uch 
ncher  m.lk  than  others,  and  U  will  In,  all  right  if  the  cow  happens 
to  be  a  good  one.  but  the  chances  are  just  as  great  that  her  IniH" 
may  be  poor.  It  is  far  better  to  take  milk  from  the  ordn 
imxed  mdks.  as.  at  all  events,  it  will  be  sure  to  be  an  av,  ... 


INFANT  FEEDtNC. 
milk.     It  the  oow  i^  kfin»  ,»  ♦u      ■  *^ 

^nythin,  to  do  with  thllilk         ""^'  ''"  ^^'^  ^^*«''  "°»  ^"^^ 

P'ir.  milk  .„p„|ied        Yo„  .~.     ii  ,  "« ""  "l""'"'* 

"■■•'y  v..     Milk  i.  „„.  „,  ,h    2;  ''  ■  "»•  '"  •  >"»re  or  l.„ 
or«a„i,m.  to  grow  i„  and  ill  /  ,     '  "■"  •""■  '■"  "•''"> 

■" "  "•  - eTp::^''  ;,■""./'•»:""*«'■" 

"unieroa.n.iCTo.ori!aniHm.     Tk  T      ■"'"""■  =»nlain» 

««rr,  produce,  it,  ^11,^1.  ^^  ^  "'"""'■■•  «'''"'■.  i" 

Pve  rise  .o oh.„„e.t  fh    S'  ::"""™- '""      '''■'■^  '"-'■'^ 

-  up  «vere  „i.„h.^  .^d  v"„  .,:''  Tl'T  '""  "°™"'''  »"" 
•"k'^^  |.l«>e  in  i,  „h,ch  cnlltt.  J     Meleno,,,  change,  may 

•■>""■  The  „,i,k  mav  "nti^f '"'^'"  "^  '•»'^.  ™ell,  or 
'f "«.  aiphU.eria,  or'tuT^rt Is  '  ZZ  "'  Tf  '"^'' 
«JopW.  then,  to  prevent,  „r  a.^  L„ .^  "'"'"^  """'  >>« 
There  a,^  three  chief  pro^esj.'  '  """""'""  "'"  "'^'- 

I-  ^'asteuiisation.—Thifi  »r/^« 

;»  »  l"«h  .en,pe..„„  (7o' 77^;":"'"^"^™'"'"''  ""'  ■"■'" 
temperature  for  at  least  UK  '.„  i,  keepinw  il  at  this 

*-«  this.     I.  can  eaXbl  .""™'  "'  ""!»'»"■»  't 

»ool.     ThepanisailedLrh       .  """P^  ™'*  ^"on 

reaches  15,,"  p    .t  't™,  ,    *°  ""■"  ""''  ''^"'«>  ""«l  *•>  water 


I 


I 
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kept  in  a  cold  plaoe.  preferably  in  a  refrigerator,  and  carefully 
covered  up.  A  very  good  plan  is  to  place  each  meal,  mixed  in 
proper  proportions,  in  a  clean  soda  water  bottle  and  pluf,'  it 
with  clean  cotton  wool.  Several  of  these  can  be  prepared  at 
once.  They  should  then  be  placed  in  a  wire  stand,  which  will 
keep  them  off  the  bottom  of  the  pan.  which  is  filled  up  to  the 
necks  of  the  bottles.  The  whole  is  boiled  for  half  an  hour,  und 
then  taken  off  the  fire  and  allowed  to  cool.  The  bottles  shouM 
then  be  put  in  a  refrigerator.  If  yot-  put  them  into  th. 
refrigerator  hot,  they  will  likely  burst. 

There  are  certain  objections  to  boiling  the  milk.  It  alters  t  h.- 
taste  and  smell  (but  if  the  child  has  never  had  anything'  l.ut 
boiled  milk  it  will  not  object).  It  coagulates  to  a  slight  extent, 
and  thus  a  small  proportion  of  the  nourishment  is  lost.  On  the 
other  hand,  it  forms,  according  to  some  authorities,  a  finer 
curd  than  unboiled  milk,  which  is  a  distinct  advantage. 

3.  Sterilisation  by  steam  ia  the  third  method.  The  milk 
contained  in  suitable  bottles,  is  subjected  to  the  influe..ce  of 
superheated  steam  for  twenty  or  thirty  minutes.  There  are 
numerous  sterilisers  on  the  market.  Some  of  them  are  devise,! 
so  as  to  sterilise  each  meal  separately  in  a  bottle  of  its  own 
domg  a  suHicient  number  for  the  day  at  once.  The  foo.l  is 
heated  when  wanted,  and  given  directly  from  the  bottle. 

Pasteurised  or  sterilised  milk  is  now  sent  out  by  some  ot  the 
dairies,  in  hermetically  sealed  bottles.     For  safety  to  the  child 
then,  It  IS  necessary  either  to  boil,  sterilise,  or  pasteurise  the' 
milk.     Boiling  it  is  the  easiest  method  of  all.  and  the  on<.  tliat 
can  be  carried  out  under  any  circumstances. 

For  a  new-born  infant  the  proportions  are  :  One  part  .,f  milk 
^wo  parts  of  water,  which  should  have  been  boiled,  and  a  liule 
HUgar-milk  sugar  is  the  proper  kind,  but  cane  sugar  .lo.-s  Nvell 
enough.  This  is  given  slightly  warmed.  \  little  lime  ^^.a,r 
should  he  added  to  each  portion,  so  as  to  render  it  alkaline 
If  barley  water  is  used  instead  of  plain  water,  it  makes  a  I.  tter 
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««a.  so  u.  .0  i„„™,e  the  ::r::,t*  „rh""  °"""" '« 

Tnstead  of  this    th«  f^ii     •  '     "'°"  "*  *"  essential. 

miik.  .  tables",    1^  ZT  '""^  f  •"="  ^  ^"'"^ 
o.-  Wrioy  wa  er  -2  l„  2171?'         !   »»'P'«'"'"I» ;  Wled  water, 

ff  the  child  i«  „ot  »a,i,B„l    ,       „",  *  '"'*'  '"'""■ 

near  the  Ix^ttom  ■  let  it  JL    f  "^'^^  ''  '''''^  '"  '». 

^o™ .  ...e.  *::r:"or;:  :;;:;:;""■-;■  r"  - 

will  contain  the  cmin,      rf    i.     i,.     .    ®'  "*"•     What  is  left 

you  add  a  utti:in,:^t::  't;!'  r  f  "r  "^^-'^ 

it  should  be  dilute,!  further.  ^"""'*  ''^^  "°h. 

What  is  known  as  artificial  lunnan  nuik  is  now  h«i 
Pl'ed  by  son,,,  o.  the  lar«e  dairies       U  .  "^  '"^■ 

'l-ite  easily.      1..  ,..  ...^^t       "  J^2  '^  -ade  at  ho.e 

^hen  skin,  the  cream  off.     Divide    ho  ski.        T"'  ^'^  "^'"■ 
I--tions.  and  to  one  of  thesV.dd  '  7         "        '"'"  ''"''  "'"*^ 
S..in  the  whey  fro.n  the^:.:''   ^^ Mr^  "  7'''  ' 
-ik.  and   the  crean.    togethe        'H.e     '•  r''  ""  ^'^'"' 

TluH  nuxture  is  easily  digested  1    .       .  '*''"'^"   "'"''y- 

-.••1  as  o.^u.ary  co    '     ^   ^  I    i     '  r^'"^  '"^  '^^  '""«'' 
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lb  a  veuv  bad  form.    It  is  most  difficult  to  keep  rfleaa,  and  there 
18  always  a  temptation  to  leave  the  child  in  its  cot  with  the 
bottle  by  its  aide,  with  the  result  that  it  will  greedily  empty  it 
and  then  go  on  swallowing  air  until  the  stomach  is  overdis- 
tended,  and  a  bad  attack  of  colic  will  follow.    The  best  form  of 
bottle  is  one  in  which  the  teat  is  slipped  on  the  end.     It  is 
easily  kept  clean,  and  the  child  must  te  held  on  the  knee  while 
It  IS  taking  its  drink.     The  bottle  should  be  tilted  sufficiently  to 
keep  the  teat  full,  and  not  to  allow  of  air  being  swallowed,  and 
as  soon  as  the  drink  is  finished,  the  teat  should  be  taken  from 
the   baby's  mouth.      The   bottle  should   then   be   thoroughly 
washed  and  kept  standing  in  a  soda  or  boracic  acid  solution. 
At  least  two  bottles  are  necessary.     It  is  of  the  utmost  impor- 
tance to  keep  them  perfectly  clean.     If  the  least  quantity  ..f 
sour  milk  is  given  to  the  child,  fermentation  will  be  set  up  in 
the  stomach,  and  an  attack  of  inflammation  be  brought  on.    In 
hot  weather  it  requires  very  great  caution  to  avoid  this.     A  so- 
called  "  pacifier  "  should  never  be  given  to  a  child  to  keep  it 
quiet. 

Besides  cow's  milk  there  are  many  other  forms  of  artificial 
food  used,  and  some  of  them  give  excellent  results.     Many  of 
them  are  purely  vegetable,  and  for  that  reason  they  should 
never  be  used  alone.     Only  those  which  are  to  be  added  to 
milk  are  to  be  used.     They  do  admirably  after  the  first  few 
months.     When  a  child  has  cut  a  number  of  its  teeth,  a  certain 
amount  of  starchy  food  can  be  given  to  it  once  a  day,  such  uh 
boiled   bread  and  milk,  or  fi-  4y   made,  well-boiled  porridge. 
When  It  comes  to  be  aljout  a  year  old,  it  may  have  porridge 
and  milk  in  the  morning,  and  at  noon  mashed  potatoes  and 
gravy,  occasionally  beef  or  chicken  tea,  soft  boiled  egg,  or  m.lk 
pudding,  and  of  course  milk  to  drink,  with  some  barley  wat  r. 
For  its  afternoon  meal,  bread  and  milk,  o.       .ad  and  butt.-r. 
At    bed   time,   milk  and   biscuit,  or   perhaps  porridge  agu  u. 
After  eighteen  months  of  age  it  may  have  a  little  meat  or  li^h, 
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^..  such ., : ;:  roC,::r:t"''' "»'  •»'"-«»■ 

fruit.  .„  beneficial     gU      '^'  °°°''*'  "  °'"»°'««'.  ""-Pl' 

'or  them.     sSan"!:;  .„'"".''''■'  "'^^  "«  "«««' 
of  illness.  "'■'  "'™''  >«  X'™"  -nles,  i„  a  time 
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CLUSIVE)  IN  THE  OOTDOOR  L.^?»^    '"*    ''"    '"*    '"' 

time  and  p,*™,„re  labour  ".Zdjd  in  Jh  ^  T"'°'"  '.'"'  '""' 

tegiaoing  ..  flfteen  and  ending  a   «  y  Hv"      1^'"'  T""' 
»ingle  have  lieen  kept  Beoarale     tT!  ,  .  !'  '"'  ""^ 

in  .he  s«.„  column',  tXt;  ofhe  XrVrav'"  1'"^ 
omit  perhaps  500  or  600  eases  whe,-e  L?  '  T    "'  '° 

eonane™.  has  not  heen  „„  J!"-  Ir:,!::^ L'^ 
ones^    The  causes  of  death  are  recorded  u„de,>  two  headm™ 

lurd:^".': ,  °„s:rr:hieh*'  *"  ""•  "^"'""«  ^ "»- 

^n..,o    t  1  "'''^  "°  °»"«e  of  death  was  aiwn 

Some  of  these  probably  belon-  to  Class  9    l,n.  tu  f 

so  small  that  fuL     I      \         7  '  ""'  *"^"'  "umher  ik 

so  small  tha   they  do  not  much  influence  the  final  result 

Jn   abS2"  ThT'  '"'  ""°"^  complications  have  also 

oni:  we^tisfe^vrtrper  z^^^^^  irTT 

^.ndne.  of  Dr.  Die.,  a  form.  Matl!^:^:!,?;:^^^ 
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The  typLHod^fef  fcT  J^u"  '""'"^'^  '■"  «"  ""» 

been  most  particular  ahnnf  *i.«  /  ^  i  errors.     I  have 

ones  „hioh  wouldT,^™t  I  '"' T''  °°*  '^'^  ""  "" 
t-  been  done  by  my, Ti'l^  '"°°j'«',  ^»  *«  -'-e  work 
to  the  tables  beiLTnl    f  '~''  "'"'  *"»»  oonfidence  „s 

few  o(  the  outstanrjfi  ZrfJ,  T"'''  •"'"'  °"'  « 

for  themselves.  ''""^  "">  "'''«»  "o  'P<-«k 

J^wrtrjerzr.h'e''''  t  r'"'"°  °'  ">» '™.  -  '^^ 
«.o»e  o,  0K.i„:y"  :t:rm"^:,;::°r;r„tr''7"r'' 

indoor.     The  patients  .re  .ttend«l  «  1  •  T  °'  "" 

nnrses,  students,  and  youngt^u."s    whoT"  ^""'  "' 
under  the  supervision  of  the  S^!  h  ''°  """  "'"'' 

abnormal  cases  are  dealt  wUh  bvlrhn  ""^'"-     ''''" 

triet  aceoucheurs,  and  ex^ptioX  .^S.t*™""  '"'  "''• 

r.:;  ptys^-r  -  -  -"  -" = ^v -n 
we  sr.at'X'::^rzsC™'  --  '"'^--- '-- 


Ist  decade, 
2nd      „ 
3rd      .. 


N".  of  Caaes. 

8,553 

12.402 

20,166 

41411 


T(»trtl  Fatal. 
60 
72 
56 

188 


•Approximate  Prop.,ih.. 
1  in  112 
1  in  172 
1  in  SCO 

1  in  21H 


This  shows  a  remarkable  fall  in  the  death  rate 
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Im  dernrlf, 
•ind      „ 


No.  of  CMeR. 

«,S58 
12,402 
20,166 

41,111 


Kfttal. 
46 

52 


1.S7 


617 

Appr..x|m»te  Pp.,v,rtion 
'   in  186 

J   in  238 

1  in  517 

1  in  :^0() 


Of  these  137  .leaths.  46  were  due  tn       .•  '"  "^ 

v..    .  #  .  . 


1st  decade, 
2nd      ,. 
3rd 


N'l'.  of  ( 'axe 

H,553 

12,402 

20,1,56 

41.111 


I.s 
14 
14 

46 


*ppr..xi,nate  Pn.porti..!, 
I   in     475 
'   in     886 
)   in  1440 

I   in     Ha4 


This    ■  I    111      Ha4 

country  generally  is  almosf"rnor  "T  '"''''  throughout  the 
the  introduction  oZ^'  ^  "r  '^f  "  '  ^^"'^^  ^«'°- 
convinced  thut  there  will  h'  u  ''"  >'"'"''  ^  ■*"' 

'^-considerthe  Jtla!e    rbl    Tr"  ""^^ -t. 
^Uli  with  188  deaths  (1  in  218  !.^^  ''"  ""'^  ^^^^«  ^^«'-- 

were  primarilv  due  to  pa  t  ^.t^l  \',  1''"  '^^  ""'  ^^  Per  cent. 
^<^  or  25  per  Jent.  weTdu"  o'  '  •  "  ''"'  '^"^'  '^^  ^^'^'^  '«"- 
t'-e  marriS  and  single  sepLlr  '7'?  ^'  '^  «''^^>-  Nuking 
I'i^  deaths  (1  in  227ran7o    tht''  "' '"'^  '^'"'^  "''^"'^d  with 

were  fatal  (1  i„  157),  ^^^  jg  ^    >''  *^«  ^.'73  single  ones  24 
Parturition  (J  in  200        As  on«  m'  ''"'•  ^^^^''^^^'^^  ^ue  to 

«-ong  the   single  7s\otide;ahrfr^°*'*^^  ^^^*h  rate 
married.  considerably   higher    than    among    the 

ft  would  be  interesting  to  stndv  rK.   1      ■ 
the  age  and  number  of  ;onVn      '  1 ''''*"  '^''^  "^^^''din^  to 

thnr  at  present.     I    „1k  wishT"'"  '"^  "^  ^'^"""^  «"  '"to 
^->   l'i.'h  in   prim.pa"r  u^''  ^'"'  «"J  ^^'^^  ^he  rate  is 

"'  ^37  among  the  sLre)^!^  1  t^  "Tn"  '^"^  '"'^"''^'^  ^"^  ^ 
""t.l  we  reach  the  ele^en  h t  u    *"'  '"'°"^^  ^^«  '"'^'""ed 

"-  :  the  thu-teenth  cre^J:^"^J  ^^-^  '^  ^  ^'^^^  '"^^^^ 
'h^  single,  nineteen  out  oftha  L  r/''  '"^'''^-  ^'"°^g 
-'ong  the  primipa  J  *^'  twenty-four  deaths   occurred 
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We  might  take  up  the  different  causes  of  death  and  compare 
them  during  the  different  deca,  -3 ;  but  I  shall  only  deal  with 
two,  viz.,  secondary  postpartum   haemorrhage  and  rupture  ot 
the  uterus.     During  the  first  decade  secondary  postpartum  li.i>- 
morrhage  occurred  seven  times  withfive  deaths;  duiingthe  second 
there  were  four  cases,  and  during  the  third  thr.e,  without  luiy 
deaths.     This  clearly  shows  a  decided  improvement  in  the  coii- 
ducting  of  the  third  stage  of  labour,  and  also  in  the  treatnumt 
of  postpartum  haemorrhage.      The  u;e  of  the  hot  douche  Ims 
undoubtedly  saved  more  lives  than  the  cold  one.     There  is  a 
marked  improvement  in  the  results  of  the  treatment  of  primuiy 
postpartum  hemorrhage  during  the  third  d  jrade  when  the  liot 
douche  was  freely  used.    As  regards  ruptuu  of  the  uterus,  there 
were  two  in  the  first  decade,  and  very  probably  a  third  om 
which  is  entered  as  a  death  from  shock.     As  the  patient  di<d 
a  few  minutes  after  version  of  a  hydrocephalic  child  which  for- 
ceps had  failed  to  extract,  I  think  rupture  had  likely  occurred. 
In  the  second  and  third  decades  there  were  nine  at  least  treated, 
to  a  finish,  at  ineir  own  homes.     There  was  a  case  of  spoii^ 
taneous  rupture  in  the  third  decade  which  was  transferred  to 
the  hospital  and  is   included   among  the   indoor  cases.     AH 
were  fatal. 

In  considering  the  operative  work  we  learn  that  the  forceps 
was  applied  nearly  twice  as  frequently  during  the  second  and 
third  decades  as  during  the  first.  Craniotomy  was  done  more 
frequently  during  the  middle  decade.  The  proportion  of  crani- 
otomies is  very  small  considering  the  large  amount  of  rickets 
present  in  Glasgow.  The  explanation  of  the  small  number 
during  the  last  ten  years  is  due  to  the  fact  that  such  cases 
are  usually  transferred  indoor.  Married  women  used  to  object 
to  come  in,  as  the  hospital  in  the  olden  days  had  a  very  bad 
reputation.  Happily  that  is  now  becoming  a  thing  of  the 
past.  The  proportion  of  outdoor  operative  cases,  taking  tlieni 
all  round,  ^s  not  a  very  large  one.  When  we  come  to  consider 
the  operativB  work  done  indoors  we  shall  find  the  very  opposite 
to  be  the  case. 


■ii'PKxnrx. 


fi27 


The  indoor  cases  are  fewer  in  number,  hut  th.  -leafh  ...e  Is 

door  departn^ent.      BesideK  these  we  hav:  u.any  exc  edin^v 
bad  cases  sent  in  by  private  practitioners  in  Gh  s«ow  and 

us  ILX  havr ::  lot:  :ntbor:nd--  ^-'-^  --' 

after  repeated  attempts  have  "been  m  d    .tlirZn^ 
.tarat.ve  of  this  take  the  .gnt  cases  of  rup  u"d  ut  rns  tn 

n  fact  one  died  a  few  minutes  after  admission.     Of  the  other 
wo  one  was  a  case  of  spontaneous  rupture,  already  referr  d  to 
as  having  occurred  in  the  outdoor  department,  while  the  re 
maining  one  alone  occuned  in  the  hospital.     This     La  case 
of  contracted  pelvis  dehvered  by  antero-posterior  for  eps      The 
promontory  perforated  the  back  of  the  Ler  uterine  segment 
In  the  same  way  a  good  many  cases  of  eclan^psia  and  anL 
partum  hemorrhage  come   to  us  practically  m'oribund       By 
rights  these  deaths  should  not  be  entered,  but  it  has  alwavl 
been  the  custom  to  do  so.     If  we  followed  the  method  u  ualL 
dopted  m  general  hospitals  of  „ot  counting  such  deaths  our 
death  rate  would  be  much  diminished,     fn  the  first   lecad:  ^b" 

Bame  site  as  the  present  one.     It  was  pulled  down  in  1879  and 
h     present  one  put  in  its  place.     The  old   building  was    I 
eheve.  unsmtable  in  many  ways.     The  present  one.        id 
^Nas  opened  in  January,  1881.  falls  far  short  of  the    ec,uire 
ments  of  the  present  day.     The  labour  rooms  are  far  tooTaTl 
there  is  no  operating  theatre,  and  no  isolation  ward  for  sent  c 

ranvof':!;:^^ ''':''  '"'^'"^^  ^^-^^  ---  .ned'b::^:?: 

It  fTuTth  7^f,'^^«°'"'"g  ««Ptic.     If  s,  ne  and  lime  were 

Idv  of  th  •'"f '"gf  ,^^^d  have  been  free  'rom  this,  but  a 

udy  of  the  cases  treated  during  1881  shows  the  same  series 

of  high  temperature,  with  occasional  fatal  cases  of  sepsis,  as 
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occurred  before.     This  oonditiou  of  matters  continued  more  or 
less  until  in  1896  five  cases  of  sepsis  were  removed  to  the  fever 
hospital  in  one  week,  and  there  were  many  cases  of  high  tem- 
peratures in  the  hospital.    Overcrowding  v/as  generally  blamed, 
and  efforts  were  made  to  restrict  the  numbers  admitted.    Every 
antiseptic  precaution  was  adopted  during  labour,  and  it  seemed 
quite  evident  to  me  when  I  took  charge  of  the  hospital  in 
December,  1896,  that  the  patients  were  being  infected  in  the 
wards.     Napkins  to  receive  the  lochial  discharges  were  used 
over  and  over  again.     They  were  of  course  washed,  and  were 
supposed   to  be    boiled.      I  had   two  of  the  supposed   boiled 
napkins  tested  bacteriologically,  and  staphylococci  were  found 
in  both.     My  suspicions  were  confirmed,  and  the  explanation 
of  the  high  temperatures  made  plain.     A  steriliser  was  at  once 
fitted  up,  and  since  then  everything  which  comes  in  contact 
with  the  patients  has  been  sterihsed.     Sterilised  wool  napkins 
are  now  used,  and  burned  when  soiled.     The  most  rigid  aseptic 
precautions  are  adopted  during  the  labour  and  the  puerperiuin. 
During,  or  immediately  after  labour,  douchinj,'  is  never  done, 
except  in  operative  cases,  cases  of  postpartum   haemorrhage, 
cases  with  a  septic  vaginal  discharge,  and  when  there  is  a 
macerated  foetus.     Vaginal  examinations  are  made  as  seldoui 
as  possible,  and  only  after  the  patient's  external  genitals  have 
been  thoroughly  cleansed.    The  examiner's  hands  and  forearms 
are  rendered  as  aseptic  as  possible,  and  only  lysol  is  used  as 
a  lubricant.      All  instruments  are   boiled   immediately  before 
being  used.     The  result  is  that  we  now  rarely  have  rises  of 
temperature  from  septic  absorption,  in  the  cases  we  have  had 
to  deal  with  from  the  first.     If  the  case  has  been  examined 
outside  without  the  external  genitals  having  been  cleansed  we 
often  find  a  slight  rise.     We  have  had  septic  cases,  but  during' 
the  last  three  and  a  half  years  we  have  only  sent  one  septic 
case  to  the  fever  hospital,  and  she  was  septic  on  admission. 
Intra-uterine  douching  during  the  puerperium  is  hardly  ever 
necessary.     In  1896  it  was  being  done  almost  daily.     As  re- 
gards overcrowding,  during  last  year  we  treated  more  patients 
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in  the  hospital  than  in  any  previous  year,  and  this  year  shows 
a  marked  increase  over  last. 

We  shall  now  examine  the  indoor  cases. 


Ist  decade, 
2nd      „ 
:^rd      .. 


No.  of  CrtMBM. 

2,96() 
2,897 
4,322 


Total  Fatnl. 
SI 
68 
99 


Approximattt  Prop<iiiinii. 
1  in  58 
1  in  4(i 
1  in  44 


10,179  218  1  in  48 

This  shows  a  marked  rise  in  the  death  rate. 

If  we  take  the  deaths  primarily  due  to  parturition,  we  find 

No.  of  Cases.  Katiil.  .Xppnixinmte  Proportion 

1st  decade,  2,9G0  40  1  in  74 

2nd      „  2,897  62  1  in  .56 

•^nl       „  4,322  86  l  i,,  .50 


10,179 


178 


1   in  57 


This  Still  shows  a  steady  rise. 

Of  these  178  deaths,  95  were  due  to  septicaemia,  //r.  ; 

No.  of  Cases.  Katal.  Approximate  Proportion. 

1st  decade,                     2,960  20                     l  in  148 

2nd      ..                           2,897  81                     i  i„     m 

3rd      „                           4,.322  44                     I  in     <W 

10,179  95  1   in   107 

The  proportion  of  deaths  from  sepsis,  as  compared  to  other 
deaths  primarily  due  to  parturition,  is  practically  the  same  in 
the  first  and  third  decades  {viz.,  50  and  51  per  cent.),  but  it 
is  slightly  greater  in  the  second  (60  per  cent.).  In  the  first 
decade  the  cases  were  treated  in  the  old  hospital,  in  the  setond 
most  of  them  were  in  the  new  building,  and  the  remainder  in 
a  temporary  hospital. 

Taking  the  total  cases  the  entire  death  rate  is  1  in  48  ;  from 
causes  primarily  due  to  parturition  (84  per  cent,  of  the  total 
deaths),  1  in  57  ;  and  from  sepsis  (53  per  cent,  of  those  primarily 
due  to  parturition),  1  in  107. 

In  considering  the  outdoor  cases  we  saw  that  the  death  rate 
has  fallen  markedly,  while  in  the  indoor  cases  we  now  see  the 
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very  opposite.  At  first  sight  this  does  not  seem  very  satis- 
factory,  but  there  is  a  very  simple  explanation.  A  glance  at 
the  number  of  operative  oases  and  complications  dealt  witli 
will  at  once  show  the  cause  of  the  high  death  rate.  During  the 
different  decades  the  following  operations  were  done  :— 


Foreep.s  -  .  68 
Version  -  -  21 
Craniotomy  ■  2 

Induction  of  labour  2 
Caesarian  section 

post-mortem 


iHt  (lecMile. 


2ni{  (tecailt). 


1  in  14 
1  in  141 
1  in  1480 
I  in  1480 


:S07 
.39 

10 

.s 


1  in  !> 
1  in  74 
1  in  76 
1  in  296 
1  in  987 


''<r<l  lieciule. 


650 

154 

112 

90 

56 

2 


1  in 
1  in 
1  in 
1  in 
1  in 


2H 
.39 

48 
77 


1  in  2161 


Total 


93     1  in       .S2       m     1  in       7      1064     1  in 


In  the  same  way,  if  we  compare  the  complications  dealt  with, 
a  single  glance  will  show  the  enormous  difference  in  the  cases. 
Take  the  cases  of  antepartum  haemorrhage  in  each  decade.  In 
the  first  decade  there  were  two  cases  of  placenta  prsevia  (both 
fatal),  and  one  case  of  accidental  haBmorrhage.  In  the  second, 
sixteen  cases  of  placenta  praevia  (two  fatal),  and  seven  cases  of 
accidental  haemorrhage  in  a  smaller  number  of  cases.  In  the 
third  there  were  forty-five  cases  of  placenta  prievia  (six  fatal). 
and  twenty-eight  of  accidental  hamorrhage  (two  fatal). 

In  the  first  decade  the  cases  were  mostly  normal.  In  fact 
the  proportion  of  bad  cases  was  much  the  same  as  in  the 
outdoor  department.  During  the  last  two  decades  more  and 
more  abnormal  cases  have  been  steadily  coming  to  the  hospital. 
The  increase  in  the  operative  work  has  been  enormous.  The 
more  frequent  use  of  the  forceps  accounts  for  a  good  man\ 
of  the  operations.  It  goes  without  saying  that  the  forceps  is 
apphed  very  much  more  frequently  than  formerly,  and  with 
the  happiest  results.  No  woman  is  now  allowed  to  linger  on 
in  agony  until  she  is  exhausted.  If  with  good  pains  the  head 
is  not  making  any  progress  after  the  second  stage  has  lasted 
three  hours  in  a  multipara  or  four  in  a  primipara,  we  make 
it  a  rule  to  deliver.  A  very  large  proportion  of  our  forceps 
cases   are   high   ones  with   contracted    pelves,   and   in   man\ 
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delivery  is  only  possible  iu  the  Walcher  poaitioa.  That  th« 
early  application  of  forceps,  and  therefore  their  more  frequent 
use,  is  beneficial  to  the  patients,  is  abundantly  proved  by  the 
results  in  tha  different  decades.  In  the  first  decade,  of  the  68 
cases  12  died  (1  in  (>) ;  in  the  second,  of  the  307  cases  8  died 
(1  in  38j ;  and  in  the  third,  of  the  650.  7  died  (1  in  93).  In  the 
second  and  third  decades  some  of  these  fatal  forceps  cases  were 
really  cases  of  antepartum  lite.non-hage  and  eclampsia,  whereas 
in  the  first  decade  so  few  of  these  complications  were  dealt  with 
that  exceedingly  few  of  the  fatal  forceps  cases  could  have  been 
of  this  nature.  Sepsis,  shock,  and  exhaustion  were  the  causes  of 
death  in  forceps  cases  in  the  first  decade. 

Versions  and  inductions  of  labour  have  also  been  much  more 
frequent  in  the  last  iwo  decades.  Taking  the  major  operations 
of  craniotomy  and  Caesarian  section,  we  see  a  very  great  in- 
crease.  It  is  very  extraordinary  that  in  the  Hrst  decade  only 
two  craniotomies  were  necessary.  One  of  these  was  fatal.  Very 
few  cases  of  contracted  pelvis  were  dealt  with. 

Deformity  of  the  pelvis  from  rickets  is  so  very  common  at 
the  present  day  thai  we  are  practically  never  without  one  or 
two  cases  in  the  hospital,  and  have  sometimes  had  as  many 
as  eight.     Within  the  last  two  or  three  years  fully  10  per  cent, 
of  the  cases  have  had  contracted  pelves,  and  by  that  I  jnean 
with  a  true  conjugate  of  from  3i  inches  downwards.     We  have 
many  others  with  very  slight  contractions.     From  the  study  of 
the  records,  it  seems  to  me  that  rickets  could  not  have  been  a 
very  common  disease  among  the  infants  of  fifty  years  ago,  but 
that  after  that  it  must  have  become  much  more  common.'    M 
the  present  day  we  are  dealing  with  the  results  of  the  disear^e 
of   from   twenty    to   thirty   years   ago.     Sir   Hector   Cameron 
recently  remarked   to   me  that   he  was  quite  convinced  that 
rickets  was  now  on  the  dechne  in  Glasgow.     From  a  much 
more  limited  experience  I  had  come  to  the  same  conclusion. 
Fifty  years  ago  the  city  was  not  nearly  so  overcrowded,  and  J 
take  it  that  the  poor  lived  more  on  oatmeal,  and,  what  is' of  the 
greatest  consequence  to  the  infants,  they  were  brought  up  on 
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the  breast,  and  not  on  oondensed  skim  milk  or  starchy  trash 
as  at  ..he  present  day.  Looh  Katrine  water  is  of  course  gener- 
ally blamed,  but  unjustly  ;  I  have  seen  just  as  bad  caueH  nf 
rickets  in  London  as  here,  and  yet  the  Ijondon  water  is  just 
as  hard  as  the  Glasgow  water  is  soft. 

Fifty  years  ago  sanitation,  which  iH  now  doing  so  much  in 
improving  the  publio  health,  was  in  its  infancy.  In  a  few 
years,  I  imagine,  the  number  of  rickety  pelves  will  begin  to 
diminish,  but  at  the  present  time  we  are  dealing  with  the 
results  of  the  disease  whe     it  was  at  it»  acme. 

The  proportion  of  other  complications  is  also  very  large.  As 
I  have  already  pointed  out,  many  of  these  complicated  cases  are 
in  a  hopeless  condition  when  admitted. 

If  we  now  compare  the  proportion  of  deaths  among  the 
married  and  single  of  the  three  decades,  we  find : — 


Ist  decade, 
and      „ 
8rd      ., 


MUTitxI. 

810 

830 

1,568 


Total,        3,20.4 


Ist  decade, 
2nd      „ 
8rd       .. 


Single. 
2,150 
2,067 
2,769 


Tutal  Fatal. 
11       1  in  73 
27       1  in  31 
69      1  in  23 

107       1  in  .SO 

TdUI  Fatal. 
40      1  iu  54 
36      1  in  57 
30      1  iu  92 


Primarily  duu  to  Parturitinn. 
9      1  in  9i) 
21       1  in  40 
59      1  in  27 


H9      1  in  .36 

Primarily  Uue  tu  Parturition. 
31       1  in     69 
31       1  in     67 
27       1  iu  102 


Total,        6,986  106      1  in  66  89      1  in     78 

It  is  rather  curious  that,  except  in  the  first  decade,  the  death 
rate  among  the  married  is  much  the  higher.  Taking  the  total 
in  the  three  decades,  the  death  rate  among  the  married  is  fully 
double  that  among  the  single.  This  is  contrary  to  what  one 
would  expect,  but  the  explanation  will  be  found  in  the  fact 
that  the  great  majority  of  patients  sent  in  by  practitioners  are 
married.  They  are  all  very  difficult  cases,  and  some  of  them 
hopeless. 

Many  interesting  details  might  be  brought  out  by  comparing 
the  results  of  treatment  of  the  complicated  cases  in  each  decade, 
but  space  will  not  permit  me  to  do  this. 
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In  Table  IX.  we  have  the  whole  of  the  oases  combined. 


«43 


Married, 
Single, 


40,£4i 
10.749 


Total  KuUI. 
271      1  in  IfiO 
180      1  in    88 


Prlnwrily  due  to  Partiiritlnn. 
207      1  in  196 
108      1  in  100 


Total,  51,290 


401       1  in  128 


S16      1  in  164 


The  death  rate  amonR  the  single  cases  all  over  is  thus  seen 
to  be  much  higher  than  among  the  .narried.  The  death  rate 
among  the  primipar«.  especially  among  the  single  ones  is 
much  higher  than  with  subsequent  births  until  we  reach  the 
eleventh  among  the  married,  when  it  reaches  its  highest  point 
(1  in  42). 


A I 


Ai 
Ac 
Ac 
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■^"'XlwoMn"^  °'  siM  and   yJ«wA«n««^  funf  in  eclampiia, 


8h8|>e  of  in  pregnancy,  10. 

—  palpation  of  in  pregnancy,  13. 

labour,  134. 

Abdominal  binder,  139. 

—  pregnnncv,  169. 
Abortion,  16(i-186. 

—  causes  of,  168. 

—  complete  treatment  of,  179. 

—  crim'  ,al,  184. 

—  curetting  in,  181. 

—  dangers  of,  167. 

—  diagnosis  of,  174. 

—  frequency  of,  167. 

—  incomplete,  173. 
treatment  of,  180. 

—  induction  of,  183. 

—  inevitable,  173. 
treatment  of.  178. 

—  menstrual,  168. 

—  missed,  174. 
diagnosis  of,  176. 

—  procured,  181. 

—  signs  and  symptoms  of.  172. 

—  spurious,  184. 

—  threatened,  172. 
;-  treatment  of,  177. 

—  time  of  occurrence,  167. 

—  treatment,  prophylactic,  186. 

—  tubal,  171. 

—  varieties  of,  171. 
Abscess,  mammary,  514. 
in  infant,  688. 

—  of  Bartholin's  gland**,  80. 

—  pelvic,  481. 
Acardiac  monster,  341. 
Accidental  hiemorrhage,  189.        ^uici.cMou 
Accowhtmmt  forct  in  accidental   Antepartum 

haemorrhage,  198,  200.  tiua 


368. 
Acetonuria  in  pregnancy,  34. 

, uuerperium,  435. 

I  Adhesfons,  pelvic,  87. 

I  Adherent  membranes,  316. 

—  placenta,  315. 
Adnexa,  tumours  of.  ohstructinu 

labour,  267. 
After-comin^t  head,  delivery  of, 
j  by  fo.-ceps,  ^28. 

j suprapubic  pres- 

j  sure,  326. 

j impaction  of,  324. 

j treatment  of,  328. 

I perforation  of,  329,  560. 

I  After-pains,  149. 

I  Air  embolism,  502. 

I  Albuminuria  in  infant,  369. 

—  in  pregnancy,  32,  358. 
j  —  —  puerperium,  435. 

Alimentary  canal,  diflcases  of,  22 
i  Ht  stq. 

Amenorrha'a,  8. 

—  during  lactation,  516. 
Amnion    in    twin   pregnancies. 

340.  IB, 

Amputations,  fcetal,  683. 
Anasarca  of  foetus,  303,  562. 
Aniemia,  43. 

—  pernicious  in  pregnancy,  43. 
Antesthesia  in  labour,  621  'et  uu. 

—  spinal,  621  tt  seq. 
Aneurism,  53. 

Anchylosis  of  pelvic  joints,  287. 
Anencephalie  monster,  663. 
Anteflexion  of  gravid  uterus,  82. 
._..  hfpniorrhage.     189 


046 
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AntiMDtlc*  for  UH«  in  liibour, 
isi. 

AntiitrcptofiM-eii;  toruiii,  470. 

in  vMm  of  inannitv,  5lf). 

Anus,  tiMiture  of,  405. 

—  imperforate,  683. 
Aphthfe  of  new4iorn,  AMI. 
Apoplexy,  72. 

Appondicitis  ill  preKnnm-y,  3o. 
Appetite  cravinK'*.  34. 
Areoln,  10. 
Armamentarium,  1H2. 

ArmK    doliverv    of,    in    Itreech 
cattefi,  326. 

—  fracture  of,  328. 

—  upward  displacement  of,  324. 
Arrangement  of  ioed,  133. 
Artiflcipl  dilatation  of  (•er>'ical 

canal,  540. 

—  feeding  of  infant.  002  et  »fii. 

—  human  niillc,  Oil. 

—  respiration,  671. 

Ascites  as  a  cause  of  delav  in 
labour,  237. 

—  foBtal,  308. 
Asepsis,  3. 

Asphyxia  neonatorum,  6tM>. 

—  livida  and  pallida,  671. 
Ass's  millc,  «(07. 
Asthma  in  pregnancy,  «7. 
Atresia  of  os  uteri,  237. 

puimonarvarterv  in  child, 

570. 
Attituile  of  fcetus,  117. 
Auscultation,  14. 
Auvard's  combined  instrument, 
546. 

delivery  with,  550. 

Axis  of  the  pelvis,  116. 
Axis-traction  forceps,  530. 

Bacter'»,  vaginal,  4-5. 
Bag,  Barnes',  540. 

—  Clianipetier  de  Ribes',  540. 

—  of  membranes,  122. 

early  rupture,  24  ;. 

Ballottement,'  13. 
Bandl's  ring,  202. 
Bartholin's   glands,  abscesif^  of. 

80. 


BiMUytt,  64a 

Baudelocque'H  diameter,  114. 
Bod,  arrangement  of,  133. 
Bile  in  urine,  in  pregnancy,  'M. 

pueriH'rium,  436. 

e<-lami>Hia,  393-3V&. 

Binder,  atNlominal   applicRtimi 
of,  130. 

—  breast,  applii-ation  of,  151. 
Binovular  twins,  330. 
BiiN)lHr  version,  3:48,  630. 
Blrt<lilcr  in  pregnancy,  H. 
lalmur  cHUMing'  delav,  */.tT. 

249. 

—  irritability  of,  38. 
Blindness  in  eclamiMtia,  'MV). 
Blood,  diseases  of,  in  pregnanc\. 

42. 

—  in  urine  in  pregnan<;y,  M. 
puorperiuni,  434. 

—  discharge  of,  from  genita!^  '>i 

new-ljorn,  MO. 
Blue  baby,  695. 
Blunt  hook  fordecapitaiing.  u.VJ. 

and  crotchet,  549. 

Bougies  for  induction  uf  Ih>  nm, 

540. 
Bowels,  case  of  obstruction,  'J5'.t. 
Brain,  diseases  of,  in  pregnancy. 
72. 

—  injuries  to,  during  delivery. 

575. 
Braun's  hook,  552. 
Breasts,  abscess  of.  514 

—  areola,  10. 

—  care  of,  150,  515. 

—  changes  in,  10. 

—  —  engorgement  of,  615. 
in  child,  586 

—  hypertrophy  of,  516. 

—  inflammation  of,  514. 

—  pain  in,  10. 

—  stria?  of,  10. 

—  supernumerary,  616. 
Breech  presentations,  320. 

delay  in,  324. 

Brim  of  pelvis,  115. 
Bronchitis,  65. 

Brow  presentations,  306-311. 
Bruit,  uterine,  14. 
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CXHAKIAK  MM-tion.    59. 

—  -  iMtHi.iiiorteiu,  <M)8. 
iiniliT  Mpiiial  iiiiii>»tliu»iii. 

5a«. 
Cnlruli.  n>nnl,  34. 

-  veniffil.  24». 

—  -  aftiT    Ch'nhHhii     -eitiuii, 

<'Hiii'flr  of  fiTvix  ill  |ir«'Kiiai)cv, 
Ifi-. 

-  -• lH»K>ur,  241. 

Ca|Hit  itii«*(;u«lani!iin',  124. 
('Hniiiif  iiii««>>iM«  in  |)ii'kiihiiiv,  f»:\. 

l.ilMHir,  347. 

— t)u<>r|H)riuin,  500. 

Care  of  rlijld  durini;  puor|wriiiiii, 

152. 
Ciirus,  •uiveof,  117. 
Casein  of  milk,  602. 
Catheterisation,  437. 
Caul,  123,  570. 
Cellulitig,  pelvic,  475. 
Cephalic  vureioii,  520. 
i-'ephalotribo  546. 
Cervix,  atresia  of,  237. 

—  clmnKes  in,  13. 

—  dilatation  of,  2:W. 

—  hypertrophy  of,  241. 

—  impactionof  anterior  lip,249. 

—  laceration  of,  456. 

—  malignant  disease  of,  80,  167. 

242. 

—  rigidity  of,  240. 

—  rupture  of,  227. 

—  shortening  of,  285. 

—  stitching  of,  457. 
Cessation  of  menstruation,  7, 
Champctier  de   Ribes'  bag,  540. 
Chancres,  soft,  90. 
Child,  abnormalities    and   dis- 

eases  of,  r>83  ft  <*«</. 

—  sudden  death  of,  59«. 
Chloral  in  eclampsia,  368. 
rigiditv  of  the  cervix.  237. 

243. 
Chloroform,  521. 
Chorea,  73,  517. 
Chorion,  cystic  degeneration  of, 

186. 

—  retention  of.  316. 


Olc»trlceN  In  vai  ina,  afift 
Clavlrlo,  fraciunt  of,  679. 
Cleansing  the  patient.  i:*5, 139. 
('li»l«|otomv,  661. 
Club  foot,  }m. 

('•Maine    in    rigiclity   of   cervix. 
240 

—  HpinnI  injection  of,  622. 
Cocryx,  movabilitv  of,  116. 
Cold  in  hieniorrhage,  219. 
Colo«triim,  162.  6JW. 
Coniplfx  la»K>ur,  I'M,  XM  H  »rij. 
Concealed    accidental     liiemor- 

rhage.  18!). 

-  postpartum  hi»>inorrhagc,  217. 
Conjugate    diameter  of    p««lvl». 

116. 

how  to  lengthen,  266. 

Constipation,  28. 
Contractc«l  jwlves,  2«J2  >■(  w./. 

—  —  measurement  of,  2«)3. 
Contractions,  uterine.  122. 

irrogul-ar,  247. 

Convulsions.    .SV;  Eclampsia. 

—  in  now-born  child,  597. 
Cord,  dressing  of,  152. 

i  —  Im-moi  rhage  from,  592. 

—  knots  on,  570. 

—  ligature  of,  137. 

—  prolapse  of,  137,  3;i7. 

—  round  the  neck,  137,  303. 
i  —  separation  of,  152. 

—  septic  infection  of     J4. 

—  shortness  if,  ;'03. 
Cornea,  onacitv  of.  270.  581). 
Cows  milk,  60tJ. 
Coxaigic  pelvis,  2«1. 
Cranioflnst,  544. 
C>-"niotomy,  .)49. 
Cream  mixture,  611. 
('Ircdi'^V  method  of  expressing  the 

placenta,  317. 

—  —    -  preventingophthfilmia, 
588. 

Cr.it.-hct,  549. 

Curetting  after  an  abortion,  181. 
Cyanosis  of  new-born,  569. 
Cystitis  in  pregnancy,  40. 

—  —  pnerperium.  435. 
Cvstocele.  249. 
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Death  of  Uvtv,  habitual,  431. 

— in  ectopic  pregnancy 

164, 
-  sudden,  from  Rynco{)e.  500. 

— embolisni,  501. 

of  child,  596. 

Decapitation,  552. 
Deuidua  in  early  months,  170. 
Deciduoma  malignum,  232. 
Deformities,  pelvic.  262  ft  xfo. 

-  of  foetus,  302. 
Delirium,  518. 

Delivery,  management   of  nor- 
mal, 132  et  seq. 
Depression  of  frontal,  577. 

-  —  skull,  578. 
Descent  of  head,  128. 
Diabetes,  33. 
Diagonal  conjugate,  263. 
Diameters  of  pelvis,  114. 

-  —  foetal  head,  119. 
Diarrhoea  in  pregnancy,  29. 
Diet  in  albuminuria.  33. 
infancy,  612. 

—  —  puerpcrium.  149. 
Dilatation    of   the   birth -canal, 

235. 
Dilator,  Barnes',  540. 

—  Bozzi's,  540. 

—  Hegar's,  540. 

—  Champetier  de  Ribes'.  540. 
Diphtheria,  107. 
Dislocjitions,  573. 
Displacement  of  arms  in  breech 

cases,  324,  328. 
Displacements  of  the  uterus  in 
pregnancy,  81. 

1 puerperium,463. 

Doleris    on   spinal    anjesthesi.i. 
534. 

indu<'tion  of  labour,  .524. 

DoubUf  promontory,  265.  • 

—  uterus,  cases  of,"  400. 

—  vaf,'ina,  4^  ■  i 
Douche,  intra-uterine,  219.  i 
Drainage  of  uterus,  importance 

of,  474.  i 

Dribbling  of  urine,  38,  443.  ' 

Dry  labour,  242. 
Duration  of  pregnancy,  20. 


ErLAMPSlA,  357  ft  at'ii. 

—  cases  of,  .369. 

—  causes  of,  359. 

—  diagnosis  of,  362. 

—  frequency  of,  3<51. 

—  prognosis  of,  362. 

—  recurrent  case  of,  391. 
-  treatment  of,  364. 

Ectopic  pregnancy,  158-165. 

—  —  changes  in  uterus.  Mil. 

—  —  diagnosis,  163. 
prognosis,  164. 

—  -  signs  and  symptoms.  161. 

of  rupture.  162. 

varieties,  159. 

Elbow  distinguished  from  knee. 

331. 
Embolism,  69,  501. 
Embryotomy,  551. 
Emphysema  in  pregnancy.  66. 

—  subcutaneous  in  labour,  6(i. 
Endometrium,     involution     of. 

142. 
Endometritis,    as   a    cause    of 
al)ortion,  169. 

—  ~ accidental  hscm- 

orrhage,  190. 

—  septic,  473. 

Enchondroma  of  pelvis  291. 
Enema  syringe,  132. 
Enteric  fever,  100. 
Epilepsy,  75. 

Ergot,  lise  of,  140. 

Eruptions,  syphilitic,  591. 

Erysipelas,  111,  494. 

Erythema  and  intertrigo.  5JM). 

Evisceration,  552. 
i  Evolution,  spontaneous,  334. 
I  Examination,    vaginal,     during; 
i         labour,  i;i4. 
'  Excoriation  of  nipples,  514. 

Exostoses  of  pelvis,  291. 

Expulsion,  spontaneous,  334. 

Exstrophy  of  bladder,  277. 

Extension,  movement  of.  129. 

External  rotation,  129. 

—  conjugate,  114. 

Eyes,    care     of,     at     deliverv. 
137. 

—  inflammation  of,  587  et  mj. 
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fS:71Vs"  fe'""'""'' °^' '* amount  of  force  to  use. 

Feeding  of  infant,  508  «/  *#-». 

—  bottie-s  ♦ill. 

Fevers,  speeific,  in  prefjnancv,  !>5  ' 

tt  fwq. 
Fever,  puerperal,  4(55. 
Femur,  fracture  of,  ;{28,  57«>. 


MhioKl  tumours  in  pref,'nanpy,  I  Forewater.s,  122, 


53(i. 
-  application  of,  532. 

—  condition  in  wliich  to 
apply,  531. 

—  position  of  patient,  632. 

—  traction,  535. 

—  irrsns  turning.  530. 


80. 

labour,  252. 

Fillet,  328. 

Finger  nails,  diseases  of.  in  preg. 

nancy,  78. 
Fissure  of  anus,  45C. 

nipples,  514. 

Fistula,  reeto-viiginal,  450. 
—  vesico-vaginal,  30.  444. 
uterine.  448. 


,  Fractures  in  uteru,  573. 

'  —  during  delivery,  274,  570. 

I— of  skull,"574(^«f2. 

!Fr»nuni    linguie.   shortness   of, 

j         585. 

<  Frontal  hone,  depression  of.  577. 

Fundus  uteri,  height  of,  12. 

Funic  i>resentation,  337. 
I  —  [)rolapse,  337. 
!  —  soutfle,  15. 
I  Funnel-shapod  pelvis.  288. 


—  utero-vHginal,  448. 
-  —  uretero-v.iginal,  440. 
tit«,  echimpti.;.     .sV.  Eclampsia,  j  GALAcxorEi.E,  515. 


—  epileptic,  .362. 

—  hysterical,  3(i2. 
Flat  pelvis,  269. 
Flexion,  128. 
Fleshy  mole,  174. 
Floating  kidnev,  37. 
Foetal  attitude,"  117. 

—  complications,  337. 

—  head,  118. 

diameters  of,  110. 

injuries  to,  274. 

—  —  large  size  of,  200. 
ossification  of.  3(M». 

—  heart  souiuls,  14. 

—  movements,  0. 

—  parts  easily  felt,  0. 
Foetus,  habitual  death  of,  431 

—  malformations  of.  ;i()2. 

—  papyraceous,  .341. 
Fontanel  les,  118.  j_ 
Food,  essential  elements  of.  602.  i  - 

—  proper,  for  infants.  60«i.  '_ 

—  preparation  of,  (i08.  '  _ 
Foot  presentation,  321.                   (_ 

-  club,  583.  j 
Foramen  ovale,  closure  of.  mu.    I  — 


Gall  stones,  30. 

Genital    organs,    complications 

connected  with,  70. 
—  —  of  child,  injuries  to.  582. 
Glycosuria,  33. 
Goat's  milk.  607. 
Gonorrlupa,  89. 
Gonorrhneal  rheumatism,  493. 
Gums,  inflammation  of.  22. 


—  non-closure  of,  595 


H.«MATO(El.E,  160. 
H.T'riiatoma,  231.  250. 

—  of  external  genitals.  ].57. 
HiPuiaturia,  :U,  434. 
Hi^mophilia.  52.  156. 

|—  in  infant,  l.")(i. 
H.Tmoptysis,  69. 
Hiemorrhagc,  accidental.  180. 

-  -    fctioloirv  of,  100. 

diagnosis  of.  103. 

—   —  prognosis  of.  191. 

time  of  occurrence  of,  190. 

treatment   of.  195. 

concealed    tresitment    of 

200. 
from  blood  diseases,  155 
I cord,  592. 
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Hremorrhage  from  diHeased  cer- 
vix, 167. 

—  —  wounds  of  external  geni- 

tals, 157. 

—  in  ectopic  pregnancy,  158. 
into  brain  of  cliild,  575,  581. 
of  early  monthsof  pregnancy, 

153. 
the  puerperium,  228,  234. 

—  nature's  method  of  chocking, 

200. 

—  post-partum,  216  A  sn/. 

atonic,  217. 

causes  of,  217. 

diagnosis  of,  218. 

primary,  217. 

secondary,  217,  228,  231. 

signs   and  symptoms  of, 

217. 

traumatic,  217,  225,  228. 

treatment  of,  218. 

—  subconjunctival,  580. 

—  unavoidable,  202  et  w^. 

Caesarian  section  m.  214. 

diagnosis  of,  209. 

—  —  prognosis  of,  210. 

time  of  occurrence,  207. 

treatment  of,  210. 

Haemorrhoids,  30. 

—  prolapsed  and  inflamed,  454. 
Head,  foetal,  diameters  of,  119. 

malposition  of  304. 

moulding  of,  ii8,  124. 

in  face  cases,  310. 

movements  of,  128.  ' 

Heart  disease  in  labour,  347. 

pregnancy,  53. 

puerperium.  500. 

Hegar's  dilators,  640. 
Hemiplegia,  72. 

Herpes,  78. 

Hernia   into    Douglas's    pouch, 

261. 
Hook,  blunt,  549. 

—  decapitating,  552. 

—  Ramsbotham's,  552. 
Hour-glass  contraction,  315. 
Humerus,  fracture  of,  579. 
Human  milk,  analysis  of,  604. 
artificial,  611. 


Hydatid  mole,  186. 
Hydramnios,  242. 
Hydrocephalus,  301. 
Hydro-nephrosis,  38,  301. 
Hymen,  persistent,  250. 
Hypospadias,  584. 
Hysteria.  75,  362,  437. 

Ice  in  hemorrhage,  219. 
Imbecility  arising  from  in'urv 
at  birth,  275.  '     " 

Imperforate  anus,  583. 
Impregnation,  168. 
Impetigo  hypertiformis,  78. 
Incarceration  of  uterus,  83. 
Incision  of  cervix,  239,  241. 
Incontinence  of  urine,  38,  445. 
Induction  of  abortion,  183. 

labour,  537. 

Inertia  uteri  in  first  stage,  236. 

—  second  stage,  246. 

Infant  feeding,  698  et  seq. 
Infantile  pelvis,  288. 
Infection  from  drains,  467,  508. 

—  septic  of  cord,  594. 
Influenza,  110. 
Infusion  apparatus,  366. 
Injuries,  effect  of  on  pregnancy. 

94. 

—  to  child  during  delivery,  569. 

et  iteq. 

soft  parts,  579,  682. 

Insanity  in  pregnancy,  76. 
puerperium,  518. 

—  sepsis  in,  618. 
Integumentary  system,  diseases 

of,  77. 
Internal  rotation,  129. 
Intertrigo,  590. 
Intra-uterine  douche,  219. 
Inversion  of  uterus,  438. 
Involution  of  endometrium,  142. 

uterus,  144. 

— rate  of,  146. 

Irregular  uterine   contractions. 

247. 

Jaundice,  29. 

—  in  child,  585. 

eclampsia,  394,  396. 
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Jaw,  traction  on,  326. 
Jellett,  on    treatment  of   iiccj- 
<lental  hmmoiThage.  1(M». 

Kidney,  congenitallv  displaced. 
37,261. 

—  cystic  disease  of,  37. 

—  diseases  of,  31  d  m/. 

—  floating,  37,  261. 

-  pregnancy,  32,  358. 
Knee,  320. 

Knotting  of  cord,  570. 
Kypliotic  polvis,  286. 

Labia,  oedema  of,  in  ♦'clanii>sia 
360.  ' 

—  varicose  veins  in,  52. 
Labour  and  its  mechanism,  113 

—  ela-  ification  of,  125. 

—  clinical  phenomena  of,  120. 

—  complex,  126. 

—  delay  in  first  stage,  235-244. 

second  stage,  245-312. 

third  stage.  313-318. 

—  dry,  242. 

—  duration  of,  125. 

—  effect  on  child,  124. 
--  factors,  113. 

—  first  stage,  122. 

-  full  time,  113. 

—  how  to  conduct  first  stage,  122. 
second  stage,  123. 

—  : third  stage,  124. 

—  in  a  double  uterus.  399. 

—  laborious,  125. 

—  length  of  second  >*tage  to  be 

allowed,  24(5. 

—  lightening  before,  121. 

-  mature,  113. 

—  mechanism  of,  126. 
in  breech  cases,  322. 

—  —   -    face  cases,  308 

— first  position,  128. 

second  position.  130. 

— third  position,  304. 

of  third  stage.  131. 

—  missed,  126,  425. 

—  normal,  125. 

—  obstruction  fnmi  tumours  of 

adnexa,  267. 


I.Abour,    obstruction    from    tu- 
mours of  uterus,  262. 
-  painless,  25,  49. 

—  premature,  113. 
induction  of,  637. 

—  premonitory  symptoms,  121. 

—  prajternatural,  126,  319. 

—  spurious,  19,  164. 

—  seconil  stage  of,  123. 

—  third  stage  of,  124. 

— delayed,  317. 

Laceration,  cervix.  456. 
-  perineum,  225. 

—  vagina,  225. 
Lactation,  150,  599. 

Lateral  cbliquitv  of  uterus,  229. 
Ligaments  of  uterus,  involution 

of,  142. 
Li  Ilea  nigra,  11. 

Liquor  amnii,  excossivo  amount 
242. 

small  amount,  242. 

Lithoptedion,  164,  425. 
Liver,  diseases  of.  29. 
—  hsemorrhage  into,  in  eclamp- 
sia, 358. 

in  child,  ,582. 

Lochia,  143. 
Locking  forceps,  534. 
Locked  twins,  345. 
Lordosis,  282. 


Maceration.  426. 
Malacosteon,  284. 
Malformation  of  fu^us,  302. 
Malposition    r.nd    malpresenta- 

tion  as  cause  of  delav  in 

first  stage,  244. 

—  of  arm,  313. 

head,  304. 

Malpresentations  of  head,  306. 
Mamma  in  pregnancy.  10. 

—  abscess  of,  in  progiiancv,  514, 
in  pucrperium,  514." 

—  in  puerperium.  1.50,  513. 

—  hypertrophy  of,  516. 

—  supernumerary.  516. 
Mammary  complications,  513. 
Mania,  76,  518. 
Marriage  in  heart  disease,  63. 
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Mastitis,  613. 

Maternal  complications  of  la- 
bour, 347. 

Measles,  108. 

Mechanism  of  labour,  126. 

face  presentations,  307. 

flat  pelvis,  271. 

justo  minor  pelvis,  268. 

occipito-posterior,  ;W4. 

pelvic     presentations, 

322. 

transverse  presenta- 
tions, 333. 

Meconium,  on  examining;  finffcr. 
321. 

Melancholia,  76,  518. 

Membranes,  adhesion  of,  244. 

in  third  stage,  316. 

—  bag  of,  122. 

—  early  rupture  of,  243. 

—  toughness  of,  299. 
Meningocele,  302. 
Menopause,  8. 
Menstrual  abortion,  168. 
Menstruation  in  pregnane  v.  153. 

—  suppression  of,  7. 
Micturition  after  delivery,  148. 

—  difficulty    of,    in    child,    152, 

585.  ' 

Milk,  artificial,  human,  611. 

—  condensed,  608. 

—  cows,  606. 

—  dispersal  of,  151. 

—  peptonised,  608. 
Miscarriage,  166. 

—  missed,  429. 
Missed  abortion,  174. 

—  labour,  126,  425. 
Mitral    stenosis,    prognosis    of 

348. 
Mole,  fleshy,  174. 

—  vesicular,  186-188. 
Monster,  acardiae,  341. 
Monsters,  303. 
Montgomery's  tubercles.  10. 
Morning  sickness,  8. 
Mother,    care  of,   during   puer- 

perium,  147. 
Moulding  of  head.  118,  124. 

—  in  face  eases,  310. 


Movements,  foetal,  9. 
Multiple  pregnancy,  338. 

Naeoele  pelvis,  290. 
Nausea,  23. 
Nephritis,  31. 

Nerves,  pressure  upon,  581. 
Nervous  system,  complications 
of,  in  pucjrperium,  517. 

diseases  of,  71. 

effect  of  pregnancv  upon. 

69. 
Neuralgia,  71. 
Nipples,  care  of,  150,  514. 

—  chapped,  514. 

—  supernumerary.  516. 
Normal  labour,  125. 
Nurse,  wet,  601. 

Obliquity  of  uterus,  239. 
Obliquely  eontracted  pelves,  289. 
Occipito-posterior,  306. 
CEdema  in  eclampsia,  360, 

—  —  heart  disease,  54. 

—  —  twin.s,  341. 
Operations  destructive  to  diild 

543  et ««/. 

—  effect  of,  on  pregnancv.  94. 

—  obstetric,  520  et  seq. 
Operculum,  6, 

Ophthalmia  neonatorum.  587  W 

Organisms  of  sepsis,  46(5. 

—  —  —  method  of  entraiu-c  of. 

466. 
Os,  occlusion  of,  237. 
Osseous  system,  diseases  nf.  77 

284. 
Ossification  of  fwtal  head,  :iOO, 
Osteo-malacia,  77. 
Ovarian  cyst,  258. 

—  pregnancy,  81. 

—  tumour,  81,  257. 
Overlaying,  570. 
Ovum,"expiilsion  o*".  170. 

Pains,  after,  149. 

—  false  and  true,  121. 
Painless  labour,  49. 
Palpation  of  abdomen,  134. 
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Papyraceous  foetus,  341. 
Paralysis  in  pregnancy,  72. 

—  — puerperiura,  317. 
Parametritis,  475. 
Paraplegia,  72. 
Parovarian  cyst,  257. 
Passages,  faults  of   first  staee 

113.  '^  ' 

—  -    -  second  stage,  237-248. 
Passenger,  causing  delay,   Hrst 

stage,  113. 

second  stage,  242. 

Pasteurisation  of  milk,  609. 
Pelvic  adhesions,  87. 

—  cellulitis,  475. 

—  contractions,  method  of  diajr- 

nosing,  262. 

—  perimetritis,  476. 
-  peritonitis,  476. 

—  positions,  322. 

—  presentations,  320. 
Pelvis,   normal    axis,  presenta- 
tions of,  116. 

—  -  diameters  of,  114. 

inclination  of,  116. 

planes  of,  116. 

—  congenital  dislocation  of  hips, 

276. 

—  coxalgic,  291. 

—  flat  rickety,  269. 

diagnosis  of,  270. 

—  mechanism  of  labour. 

271. 

—  generally  contracted  rickety. 

268. 

—  infantile,  228. 

—  justo  major,  267. 
minor,  268. 

—  kyphotic,  286. 

—  malacosteon,  284. 
pseudo,  286. 

—  male,  288. 

—  Naegele,  290. 

—  Robert's,  287. 

—  sarcomatous-enchondroraaof. 

292.  'I 

—  scoliotic,  289.  i 

—  split,  278.  ! 

—  spondylolisthetic,  281.  ' 
Pemphigus  neonatorum,  591. 
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Pelvimeters,  264. 

Peptonuria,  34,  436. 
,  Perchloride  of  iron  in  h»>mor. 
!  rhage,  221. 

Perforation,  5.50. 

-•  of  after-coming  head,  550. 

Perforator,  Simpson's,  544. 

Perimetrjfis,  47«. 

P<'rinftum,  central  tear  of,  452. 
-  examine,  after  delivery,  139. 

—  how  to  support.  1;;7. 

—  laceration  of,  i;*9,  2.50 

—  rigidity  of,  249. 

—  stitching  of,  139. 
Peritonitis,  pelvic.  476. 

—  general,  468. 
Pernicious  anaemia,  43. 

—  vomiting,  24. 
Phlebitis,  505. 
Phlegmasia  alba  dolens,  .5.3,  685 

,  Phthisis,  67. 

j  Pigmentation,  11. 

j  Placenta,  adherent,  315. 

I    -  delivery  of,  138. 

j  -  retained,  314. 

j  —  succenturiate,  230,  316. 

Placenta  prsevia,  206  d  s>'q. 

Caesarian  section  in,  214. 

causes  of,  208. 

treatment  of,  211. 

—  -  varieties,  207. 
Plague,  103. 
Pleurisy,  69. 
Plugging  in  abortion,  178. 

—  —  placenta  prnevia,  211. 

—  —  post-partum  hsemorrhaae. 
221,  227. 

Pneumonia,  65. 
Podalic  version,  527. 
Polyuria,  33. 
Pcrro's  operation,  565. 

in    con<  ealed    accidental 

haemorrhage,  201. 
Position  of  foetus,  118. 

—  order  of  occurrence,  128. 

—  transverse,  332. 
Post-partum  haemorrhage,  216  et 


— concealed,  217. 

primary,  217. 
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PoHt-partum  heemorrhage,  secon- 
dary, 228-231. 

— traumatic,  225. 

Powers,  faults  in  tirnt  stage,  113, 

236. 
second  stage,  240.  299. 

—  primary,  113. 
failure  in,  24li. 

—  secondary,  113. 

failure  in,  247. 

Pregnancy,  abdominal.  159. 

—  diagnosis  of,  16-20. 

—  duration  of,  20. 

—  ectopic,  168  ef  seq. 

—  infundibular,  169. 

—  interstitial,  159. 

—  intra-ligamentous,  159. 

—  kidney  of,  358. 

—  multiple,  338. 

—  ovarian,  159. 

—  signs  and  symptoms,  6-18. 

—  spurious,  19. 

—  subperitoneo-pelvic,  159. 

—  tubal,  159. 

—  tubo-abdominal,  159. 

—  tubo-uterine,  159. 
Premature  labour,  induction  of, 

637  et  seq. 
Presentation,  117. 

—  breech,  320. 

—  face,  306. 

—  funic,  337. 

—  irregular,  319. 

—  transverse,  330. 
Prolapse  of  cord,  137,  337. 

uterus,  463. 

Promontory,  double,  265. 
Pruritis,  78. 
Pseudocyesis,  19. 

—  malacosteon,  286. 
Ptyalism,  9,  23. 

Puerperal  convulsions,  3{»7  et  a/'q. 

—  fever,  465  et  seq. 

—  insanity,  518. 

—  septicaemia,  468. 

of  unusual  origin,  484. 

Puerperium,  141. 

—  complications  of,  434. 

—  time  in  bed,  151. 
Pulmonary  embolism,  501. 


Purpura  heemorrhagica,  47, 155. 
Pysemia,  471. 
P'vosalpinx,  double,  4tfl. 
Pyuria,  34,  4iV». 

QUICKENINO,  9. 

Rachitic  pelvis,  269. 
Ramsbotham'ft  hook,  652. 
Respiration,  artificial,  571. 
RespiratoiT  organs,  diseases  of, 

65. 
Renal  calculus,  34. 

—  tumours,  37. 
Restitution,  129. 
Retained  placenta,  314. 
Retention  of  urine,  438. 
Retraction  and  contraction,  206. 

—  ring,  202. 

Retroflexion  of  gravid  uterus,  82. 
Rheumatism,  gonorrhoeal,  493. 
Rickets,  effect  on  the  pelvis,  269. 
Robert's  pelvis,  287. 
Rotation,  external,  129. 

—  internal,  129. 

—  long  internal,  305. 
Rupture  of  membranes,  123. 
early,  243. 

cervix,  456. 

perineum,  225. 

uterus,  87,  408. 

vagina,  225. 

Saline  infusion,  how  to  give, 

223. 
Salivation,  9. 
Saprsemia,  472. 
Sarcomatous    enchondroma    of 

pelvis,  292. 
Scarlet  fever,  105. 
Schultze's  method  of  artificial 

respiration,  571. 
Scolio-rachitic  pelvis,  289. 
Scurvy,  46,  155. 
Secretion  of  milk,  150,  590. 
Semmelweis,  1. 
Septicaemia,  antepartum,  496. 

—  puerperal,  468  <Y  $eq. 

Septic  complications   of    puer- 
perium, 465  et  seq. 
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Septic  infection  of  cord,  5H4. 

Sex  of  twins,  339. 

Shock.  501. 

8ho\VM,  121. 

Shouldor  presentation,  \iM\ 

Signs  of  pregnancy,  6-18. 

Simpson's  basilyst.  54H. 

—  forceps,  530. 

—  perforator,  544. 
Skin,  discnsps  of,  77. 

—  pigmeii....ion  of.  ||. 
Small  pox.  05. 
Souffle,  funic.  15. 

—  uterine.  14. 
Sounds,  iieart.  14. 
Spasmodic  rigidity  of  cervix,  240. 
Spinabitida,  302,  596. 
Spinal  annesthcsia,  521  ff  mj. 
Caesarian    section    under, 

526. 
Split  pelvis,  277. 
Spondylolisthetic  pelvis,  281. 
Spondylotomy,  552. 
Spontaneous  evolution,  334. 

—  expulsion,  334. 

—  rectification,  333. 

—  rupture  of  uterus,  418. 

—  version,  333. 
Spurious  labour.  19,  164. 

—  pregnancy,  19. 
Stages  of  labour,  122,  123,  124. 
Stenosis  of  os,  237. 

—  mitral  prognosis  of,  348. 
Sterilisation  of  milk,  610. 

patient,  561. 

Stirrage,  9. 

Stomach,  affections  of,  23. 

Stria;,  10-11. 

Styptics,  221. 

Subinvolution,  146. 

Sudden  death  of  child,  596. 

Sugar  in  urine  in  pregnancy,  33. 

pucrperium,  435. 

Super-fecundation,  339. 

—  foetation,  339,  398. 

—  involution,  146. 
Suppression  of  urine,  438. 
Suprarenal    gland,    use    of    in 

hffimorrhage,  221. 
Sutures,  118. 


Hymphy«iotomy,  555  w  »t!q. 
Svncope,  500. 

Hyph'li".  W). 

—  effect  upon  foptus,  92. 

placenta,  91. 

•■Syphilitic  eruptions,  .591. 

I'KMi'EKATrKK     in     puernerinin. 

149. 
Tetanus,  497. 

—  neonatorum,  .593. 
Thronjbosis,  53,  50.5. 
Thrush,  586. 
Thyroid    or    thymus,   enlarged, 

causing       as- 
phyxia, .570. 

.  -   —  _  fnee  presentation. 

:«M5. 
Tongue,  traction  on,  in  asphyxia, 
i         572. 

',  Transfusion,  223. 
Transverse  presentations,  330. 

treatment  of,  .334 

Triplets,  343. 
Triradiate  pelvis,  284. 
Tubal  abortion.  163. 

—  pregnancy,  1.59. 
Tuffler,  spinti  anaesthesia.  521. 
Tumours,  fibroid,  80. 

—  of  Fallopian  tubes,  81. 
pelvis,  291. 

—  ovarian,  81. 

—  parovarian,  81. 
Turning,  343. 

j  Twin  labour,  treatment  of,  343. 
t  —  pregnancy,  course  of.  341. 
Twins,  binovular.  339. 

—  locked,  345. 

—  malpresentations  of,  344. 

—  presentations,  343. 

—  uniovular.  340. 
Typhus,  98. 
Ty rosin,  34.  435. 

Umbilical  cord,  dressing  of,  152. 

haemorrhage  from,  .592. 

ligature  of,  137. 

prolapse,  137,  337. 

round  neck,  137,  303. 

—  separation  of,  152. 
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UmblllcRl  cord,  septir  infection 
of,6M. 

ihortneos  of,  303. 

Unavoidable  haemorrhage,  202. 
Uretero-vaginal  flstula,  449. 
Urine  in  pregnancy,  abnornjali- 
ties  of,  33. 

dribbling  of,  38. 

incontinence  of,  ;W. 

_ retention  of,  38. 

puerperium,     abnormali- 
ties, 434. 

— acetone  in,  435. 

bile  in,  435. 

blood  in,  434. 

dribbling  of,  443. 

Incontinence  of,  445. 

leucin,  436. 

peptones,  436. 

pus,  436. 

retention  of,  438. 

sugar  in,  436. 

—  suppression  of.  438.        \ 

Urticaria,  77.  , 

Uterine  contractions,  irregular,! 

247.  i 

—  inertia,  first  stage,  236. 

second  stage,  24<}.  | 

third  stage,  314. 

—  segment,  lower,  202. 
Uterus,  auscultation,  14. 

—  displacements  of,  81,  463. 

—  extirpation  of,  in  septicsemia, 

471. 

—  hour-glass  contraction  of,  316. 

—  incision  in  Cseparian  section, 

563. 

—  inversion  of,  458. 

—  -  causes  of,  469. 
treatment  of,  462. 

—  involution  of,  142. 
rate  of,  144. 

—  malposition  of,  delaying  first 

stage,  239. 

—  malformations  of,  397. 

bicornis  duplex,  397- 

unicollis,  397. 

cordiformis,  397. 

didelphvs,  397. 

labour  in,  399. 


Uterun  maifoiination*,  •uh«ep- 

tU8,  Q9t. 
_    —  unicornis,  398. 

—  prolapse  of,  4«13. 

—  removal  of.  in  Ch  ^f*- 
tion,  666. 

—  retro-displai-emeutu,  4C4. 

—  rupture  of,  87,  408. 

—  —  caufte  of,  409. 

—  —  diagnosis  of,  411. 

—  —  frequency  of,  408. 

—  —  prognosis  of,  412. 
seat  of,  409. 

—  —  symptoms  of,  410. 

! treatment  of,  412. 

I by  (Irainage,  414. 

'-  removal,  416. 

_ —  suture,  414. 

varieties  of,  409. 

—  size  of,  after  delivery,  141. 

—  spontaneous  rupture,  418. 

--  Murray's  case,  423. 

Poroscnin's,  423. 

—  subinvolution  of,  146. 

—  super-involution,  146. 

—  tumours  of,  obstructing 
labour,  252. 

—  vaginal  fixation  of,  240. 


Vagina,  changes  in,  13. 

—  cicatricial  contraction,  250. 

—  double,  398,  401. 

—  lacerations  of,  226. 

—  prolapse  of,  249. 

—  rigidity  of,  249. 

—  rupture  of.  406. 

—  tumours  of,  80,  260. 
Vaginal  discharge,  79. 

—  examination,  134. 

—  fixation  of  uterus,  240. 
Vaginismus,  250. 
Valve,  Eustachian,  595. 
Varicose  veins,  62. 

Veins,  thrombosis  of,  53,  606. 
Venereal  disease,  89. 

—  warts,  261. 
Venesection  in  eclampsia,  367. 

heart  disease,  348. 

Version,  bipolar,  527. 

—  cephalic,  626. 
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VeniOD,  combined  internal  and 
external,  629. 

—  external,  627. 

—  internal.  628. 

—  podalic,  628. 

—  risk*  to  mother  and  vMU\, 

630. 
Vertex,  119. 
Vesicle  calculus,  39. 
Vesico-uretero- vaginal   fistula, 

449. 
Vesico-uterine  Hstula,  448. 

—  utero-vaginal  flstula,  448. 

—  vaginal  flstula,  444. 


Vestibule,    hsmorrhage    from, 

226. 
Vomiting,  9. 

—  pernicious,  24. 

cases  of,  24-27. 

treatment,  27. 

Vulva,  IftoerationH  of,  167. 

—  pruritis,  78. 

—  oedema,  \¥M. 

Walchek'h  poHition.  2A6. 
Weaning,  WO. 
Wet  nurse,  601. 
Williams.  Dr.  Whitridge,  4. 
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